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Complications Incidental to 


Conservative Hysterectomy * 


@ The history, mortality, morbidity, and complications of both vaginal 
and abdominol hysterectomy, and the question of whether it is wise 
to perform additional surgery at the same time, are some of the aspects 
of the subject discussed by the author. 


XCISION of the womb has replaced ap- 
pendectomy as the number one major 
surgical operation currently performed in 
hospitals throughout the country. A re- 
view of records in the University and St. 
Vincent’s Hospitals, Birmingham, Ala- 
bama, reveals that in a ten-year period, 
January 1, 1949 to January 1, 1959, hys- 
terectomy exceeded by far any other ma- 
jor surgical procedure. 
TABLE 1 


FREQUENCY OF HYSTERECTOMY COMPARED 
WITH OTHER OPERATIONS * 
Hysterectomy 4771 
Primary appendectomy 4069 
Hernia repair 3440 
Oophorectomy 1997 
Cholecystectomy 1313 





* All operations performed in St. Vineent’s and Uni 
versity Hospitals, Birmingham, Alabama, January 1, 
1949, to January 1, 1959. 


* Presented at the Seventy-ninth Annual 
Meeting of the Louisiana State Medical Society 
in New Orleans, May 5, 1959. 

+ From the Department of Obstetrics and 
Gynecology, Medical College of Alabama, Bir- 
mingham, Alabama. 
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The Beginning of Hysterectomy 

Vaginal. The first definitely recorded 
hysterectomy was done not by a surgeon 
but by a patient on herself. In about 1670, 
Faith Raworth of near Sheffield, Eng- 
land, long suffering from prolapse of the 
uterus, went into her garden, grasped the 
uterus with her hand and cut it off with 
a kitchen knife. In the process, she cut a 
hole in her bladder but did survive the 
self-performed hysterectomy and_ lived 
several years. Although a surgeon at- 
tempted to close the resulting vesico- 
vaginal fistula, urine continued to dribble 
from her for the rest of her life.! 


In 1813, Langenbeck! of Gottingen, 
Germany, was the first physician to do a 
vaginal hysterectomy. The operation was 
for carcinoma of the cervix and was ac- 
complished without entering the perito- 
neal cavity. Few were convinced that hys- 
terectomy had actually been done. Not 
until autopsy was Langenbeck able to 
prove to the medical profession that he 
had accomplished what he claimed. 
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Among authors reporting vaginal hys- 
terectomies between 1813 and 1860 were 
Glover,! Sauter, Dubourg! and Reca- 
mier.' All of the early vaginal hysterec- 
tomies were for carcinoma of the cervix 
or inversion of the vierus. 

The first planned vaginal hysterectomy 
for uncomplicated uterine prolaose was 
performed in New Orleans on January 12, 
1861, when Dr. Samuel Choppin? oper- 
ated on 38-year old Jane Arnous, mother 
of four. Dr. Choppin had previously tried 
to narrow the vagina but the prolapse 
recurred. After failure of the more con- 
servative procedure he successfully re- 
moved the uterus and cured the patient. 
On February 19, 1861, he presented Mrs. 
Arnous to his class of studerts at the New 
Orleans School of Medicine, holding her 
womb in her hand to d:inonstrate that a 
patient could survive the operation and 
live without her uterus. Prior to that 
time. most authorities believed the uterus 
was essential to a woman’s life. 

Abdomina!. Abdominal hysterectomy be- 
gan as a resuit of diagnostic error. In 
all recorded instances of the first attempts 
to remove the uerus ebdominally the sur- 
geon thoucht he was e»>rating to remove 
an Ovarian Cy: 

Again, Lanecnkock* in 1825, was the 
first to attemot an abdominal hysterec- 
tomy. H« made an incision through the 
lena alba and for some unknown reason 
abandoned the procedure. The patient 
died scveral hours later. The first to com- 
plete an abdominal hysterectomy (supra- 
cervical) was A. M. HKeath,* of Manchest- 
er, England, on November 21, 1842. The 
patient died thirteen hours postoperatively 
of shock and hemorrhage. Fourteen 
ounces of blood were found in the peri- 
toneal cavity. The second to do an ab- 
dominal hystereciomy (supracervical) 
was Charles Clay,’ also of Manchester, 
England, on January 16, 1844. The pa- 
tient died on the fifteenth postoperative 
day, after being dropped on the floor by 
a nurse who was changing her bed linen. 
In June, 1846, John Ballenger* of Charles- 
ton, South Carolina, did an abdominal 
hysterectomy (supracervical) after mak- 


ing a correct preoperative diagnosis. His 
patient died on the fifth postoperative 
day, of peritonitis. In June, 1853, Walter 
Burnham,* of Lowell, Massachusetts, per- 
formed the first successful abdominal hys- 
terectomy with survival of the patient. 
The hysterectomy was not originally in- 
tended. The patient was laparotomized 
for removal of an ovarian cyst. When the 
abdomen was opered a large tumor mass 
extruded, revealing its attachment to the 
top of the vagina. Dr. Burnham tried to 
replace the tumor and close the abdomen 
but was unable to do so and was forced 
to perform a supracervical hysterectomy. 


In September 1853, Gilman Kimball,® of 
Lowell, Massachusetts, performed the 
first successful planned abdominal hys- 
terectomy after making a correct preoper- 
ative diagnosis. The patient’s convales- 
cence was stormy but at the end of eight 
months she had recovered to robust health 

The magnitude of the accomplishments 
of Langenbeck, Burnham, Kimball, and 
Choppin can best be appreciated by under- 
standing the attitude of the surgical pro- 
fession of that day towards hysterectomy 
as expressed by Dieffenback,' one of the 
greatest surgeons of his time (1792- 
1847). He said‘ To take the entire womb 
from the belly of a woman means the re- 
moval of that woman’s soul, even if it be 
a diseased soul—according to my opinicn 
an indication for this operation does not 
exist—methods of extirpating the uterus 
easier than the ones now in use will hardly 
be discovered.” 


Mortality 


The mortality of hysterectomy has been 
reduced during the past hundred years 
from almost 100 per cent to none in a 
thousand * in one recently reported series, 
1 in 1142 cases ® in another, and 1 in 1000 ® 
in a third series. Stalker’ reported on 
4453 hysterectomies done in hospitals in 
upstate New York with 15 deaths, or a 
mortality of 0.33 per cent. Johnson ® re- 
ported on 1246 hysterectomies with 5 
deaths, or a mortality of 0.4 per cent. 
There were 14 deaths in the 4771 hys- 
terectomies reported in Table 1, a mortal- 
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ity of 0.29 per cent. Te Linde® reports 
that in a recent survey of hysterectomies 
at Johns Hopkins Hospital there were 2 
deaths per 1000 in the abdominal group 
and 2 deaths per 1000 in the vaginal 
group. These statistics demonstrate the 
comparative safety of hysterectomy so far 
as mortality is concerned. 


Rare Complications 


Many rare complications incidental to 
conservative hysterectomy have been re- 
corded. They range from bilateral liga- 
tion of the ureters,'’ paralysis of the 
brachial plexus,'' perforation of the 
stomach,‘ postoperative biliary vaginal 
fistula '* and arteriovenous fistulas of the 
ovarian artery and vein,'* to leaving in 
the peritoneal cavity a variety of foreign 
bodies such as sponges, towels, scissors, 
clamps and several varieties of retrac- 
ters.** 


Complications Incidental to 

Conservative Hysterectomy 
Since January 1, 1949, the author has 
performed conservative hysterectomy on 
178 patients. All case histories of these 
patients have been analyzed, noting com- 
plications and morbidity. There were no 
fatalities although complications were 
frequent and often serious enough to 
threaten life. In fact, the recovery of 
some of these patients seemed, at the time, 
to be entirely in the hands of fate. The 4 
supracervical hysterectomies listed in 
Table 2 warrant some explanation. All 








TABLE 2 
_______CTYPE OF HYSTERECTOMY 
‘Vaginal — 94 

Abdominal: 
Total 80 
Supracervical 4 84 
i, ESE Seen NO eta ore eer 178 





were on patients whose general physical 
condition dictated minimal surgical trau- 
ma. In 2 patients the cervical stump has 
since been removed. One patient died a 
year following the operation, of carcino- 
ma of the ovary which she had at the 
time and the fourth patient has been 
lost to follow-up. To do only total hyster- 
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ectomies makes good science but not al- 
ways good sense. 
Morbidity 
It is noted in Table 3 that morbidity 


in vaginal hysterectomy is approximately 
twice that of morbidity in the abdominal 
TABLE 3 


COMPLICATIONS IN 178 CONSERVATIVE 
HYSTERECTOMIES 








94 Vaginal 
(Morbidity 38%) 





Morbid 

Granulations in vaginal vault 
Cystitis 

Cuff abscess 

Parametritis 

Short vagina 

Broad ligament hematoma 
Postoperative hemorrhage 
Intraoperative hemorrhage 
Anterior vaginal wall hematoma 
Prolapse of fallopian tube 
Perforation of bladder 
Stitch-rectal fistula 
Puncture of rectum 
Peritonitis 

Intestinal obstruction 
Unsuspected carcinoma 
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7 84 Abdominal 
Momichy 2%) 


Morbid 1 
Granulations in vaginal vault - 
Cystitis 

Pelvic abscess 

Cuff abscess 

Wound abscess 

Vaginal cuff hemorrhage 
Postoperative hernia 

Prolapse of vaginal vault 
Bilateral ligation of ureters 
Thrombophlebitis 

Peritonitis 

Wound hematoma 

Broad ligament hematoma 
Cotton suture sinus 

Failure of 3d° repair 
Unsuspected carcinoma in situ 


es 





group which reflects, more or less, the 
seriousness of complications encountered 
in each group. In the abdominal group 
only one of the complications was a seri- 
ous threat to the patient’s life. This was 
in the patient whose ureters were acci- 
dentally ligated. In the vaginal group the 
lives of 3 patients were seriously endan- 
gered. One had peritonitis, another in- 
testinal obstructions and a third required 
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laparotomy for re-ligation of the right 
ovarian vein. 

The morbidiy figures for the two 
groups of patients, indicating that com- 
plications are more frequent and serious 
in the vaginal hysterectomy group, are 
confirmed by the amount of blood given 
to the two groups of patients. Thirty- 
eight thousand cubic centimeters of blood 
were given to the 84 patients who under- 
went abdominal hysterectomy (approxi- 
mately 450 cubic centimeters each) and 
70,000 cubic centimeters of blood were 
given to the 94 patients who had vaginal 
hysterectomy (approximately 750 cubic 
centimeters each). 

Through the years, the cardinal prin- 
ciples upon which all advances in sur- 
gery have been based are relief of pain 
during the operation, hemostasis, and pre- 
vention of infection. There was no patient 
in this series in whom any of the compli- 
cations were thought to be caused by the 
anesthetic agent or its administration. 
Most were due to inadequate hemostasis 
and infection. Injuries to the genito- 
urinary system and the gastro-intestinal 
tract were accidental and due perhaps to 
complacency. 


Antibiotics were not used routinely 
either preoperatively or postoperatively. 
Although it has been shown by many au- 
thorities that routine preparation of pa- 
tients prior to surgery with antibiotic 
vaginal suppositories will reduce the mor- 
bidity and also that routine administra- 
tion of antibiotics postoperatively will re- 
duce complications, it is felt that anti- 
biotics are no substitute for ritualistic 
aseptic technique and positive hemostasis. 
Careless surgical technique and depend- 
ence upon antibiotics only invites disaster. 
To quote Gardner,” “Finally, in my hum- 
ble opinion, operative technique and not 
manner of using antibiotics still remains 
the all important factor in determining 
mortality, morbidity and end results from 
any operative procedure”. 


Discussion of Complications 


Granulation tissue. Granulations in the 
vaginal vault are of little consequence and 


can be treated by cauterization at a follow- 
up visit in the office. It should be borne 
in mind, however, that some of these 
granulations are, in fact, fallopian tubes 
that have prolapsed. Two such cases have 
been found since the first of the year. In 
one instance the pathologist diagnosed 
the tissue as chronic endocervicitis but 
when it was called to his attention that 
a vaginal hysterectomy had been done six 
weeks previously, a second examination 
of the slide resulted in a corrected diag- 
nosis. 


Cystitis. Cystitis is a common compli- 
cation following surgery when a catheter 
is left in place for constant urinary drain- 
age. It may be prevented by administra- 
tion of a sulfa drug during the time the 
catheter remains in the bladder. 

Vaginal cuff abscesses and parametri- 
tis. Vaginal cuff abscesses and parame- 
tritis are more common following vaginal 
hysterectomies, particularly when the cuff 
is closed. A dead space is created between 
the peritoneum and the vaginal mucosa, 
in which there is some accumulation of 
blood and bacteria, often resulting in ab- 
scess formation. This may also happen in 
abdominal hysterectomy but is less likely 
because the abdominal approach permits 
greater assurance of positive hemostasis. 


Pelvic abscesses. Pelvic abscesses some- 
times occur following abdominal hysterec- 
tomy as a result of spillage of vaginal 
flora into the cul-de-sac and over the de- 
nuded vaginal cuff area. During the pro- 
cess of hysterectomy, uterine elevators 
express material from the uterine cavity 
into the vaginal vault. This material, 
which collects in the upper vagina, mixes 
with bacteria present in the area and 
when the uterus is amputated, unless the 
vaginal apex is held taut with clamps un- 
til closed, the material squeezed into the 
vaginal vault during hysterectomy flows 
back into the peritoneal cavity. Although 
this material may be sponged out, bacteria 
remain that may initiate an abscess. Any 
relaxation of the vaginal vault before 
closure, following removal of the uterus, 
invites pelvic infection. 
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Broad ligament hematomas. Broad liga- 
ment hematomas and intraoperative and 
postoperative hemorrhage are more com- 
mon in vaginal hysterectomies than in the 
abdominal type. In both types of hysterec- 
tomies the nonperitonealized portion of 
the bladder is removed from the anterior 
wall of the uterus and cervix. When doing 
an abdominal hysterectomy, since ail ves- 
sels that bleed are visible, hemostasis can 
be accomplished with certainty and with- 
out exception. In doing a vaginal hyste- 
rectomy, often the same vessels are not 
visualized and may retract between the 
leaves of the broad ligament and continue 
to ooze. Obviously, if any of the larger 
vessels are left unligated or are insecurely 
ligated or subsequently become unligated, 
a resulting broad ligament hematoma may 
progress to exsanguinating retroperito- 
neal hemorhage. There may also be con- 
tinuous oozing from small vessels on the 
denuded surface of the bladder following 
closure of the vaginal vault. If oozing 
ccntinues from this denuded area and the 
vaginal vault is closed extravasated blood 
dissects into the broad ligaments. Patients 
recently pregnant are not good candidates 
for vaginal hysterectomy as the blood sup- 
ply is so abundant that complete hemo- 
stasis is more difficult. Most authorities 
recommend that hysterectomy be deferred 
for four to six months after delivery. 


Additional Surgery 
Additional surgery, as noted in Table 
4, did not appear to increase the morbidity 
or complications in either group with the 
exception of one instance, that of repair 
of an old third degree perineal laceration 
TABLE 4 


ADDITIONAL SURGERY IN 178 CONSERVATIVE 
HYSTERECTOMIES 











Anterior repair 
Excision of urethral caruncle 


94 Vaginal 

A&P Repair 40 
Perineorraphy 20 
Laparotomy 3 
Right salpingectomy 2 
Enterocele repair 1 
Excision of dermoid cyst 1 
Vulvectomy 1 
Hemorrhoidectomy 1 

1 

1 
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84 Abdominal 
Appendectomy 3 
Bilateral salpingo-oophorectomy 
Oophorectomy 
Bilateral salpingectomy 
Biopsy of ovaries 
Unilateral salpingectomy 
Unilateral salpingo-oophorectomy 
Postoperative hernia 
Repair of 3d° laceration-old 
Salpingo-oophorectomy 





=e eS DD SP COIN HD CO 





immediately following total abdominal 
hysterectomy. This additional surgery, al- 
though indicated, led to complications, 
confirming the fact that one good oper- 
ation at a time is enough. The patient 
had no complications so far as the hys- 
terectomy was concerned but the third 
degree repair failed. 


Three laparotomies were done following 
vaginal hysterectomy, one eight hours 
postoperatively, to re-ligate the right 
ovarian vein, after 7000 cubic centimeters 
of blood had been pumped into the patient. 
Another was done immediately following 
vaginal hysterectomy and before the cuff 
was closed, because it was thought a ma- 
jor pelvic vessel had been insecurely lig- 
ated. In our haste to enter the abdomen 
the bladder was accidentally perforated. 
No bleeding vessel was found, the cuff 
was closed from above and the patient 
made an uneventful recovery. The third 
patient required laparotomy on the eighth 
postoperative day, for intestinal obstruc- 
tion due to a pelvic abscess beneath the 
bladder flap that could not be drained 
from below. 


TABLE 5 
PREVIOUS PELVIC OPERATIONS NOTED IN 178 
CONSERVATIVE HYSTERECTOMIES 











In 94 In 84 
Vaginal Abdominal 
Biopsy of the cervix 27 26 
Dilatation and curettage 15 24 
Previous pelvic operation 24 17 





Previous Pelvic Operations 
It is noted in Table 5 that 24 of the pa- 
tients in the vaginal group had had prev- 
ious pelvic operations. Most of these oper- 
ations were for suspension of the uterus 
some years prior to hysterectomy. Many 
authorities claim that a previous pelvic 
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operation is a contraindication to vaginal 
hysterectomy. Our limited experience has 
not proved this to be true. Some of the 
easiest vaginal hysterectomies were in the 
group who had had previous uterine sus- 
pension. The cardinal consideration in 
doing a vaginal hysterectomy is whether 
or not the cervix can be easily pulled down 
flush with the vulva, when grasped with 
a tenaculum. Two of the most difficult 
cases in this series of vaginal hysterec- 
tomy were encountered in women who had 
had ruptured appendices in early life. Al- 
though there was mobility on the left side, 
the right side would not descend and the 
structures were difficult to sever and 
ligate. 


In two instances the operation was be- 
gun vaginally and completed abdominally 
because forced descent of the uterus had 
been misjudged. The cervix, in each in- 
stance, was elongated and old tears in 
the base of the broad ligaments prevented 
any descent of the body of the uterus. In 
selecting vaginal hysterectomy, mobility 
of the uterus on its vertical axis is a more 
important factor than a history of a prev- 
ious pelvic operation. 


Prevention of Complications 


Any plan to reduce complications inci- 
dental to conservative hysterectomy must 
include either vaginal cytology studies. 
biopsy of the cervix and/or uterine curet- 
tage. The results will determine whether 
or not conservative hysterectomy is the 
proper procedure for the individual pa- 
tient. To reemphasize, the presence of 
carcinoma of the uterus should be ex- 
cluded before a conservative hysterectomy 
is performed. Although carcinoma of the 
uterus was not excluded in every patient 
prior to conservative hysterectomy, it was 
due more to good luck than good medicine 
that only one removed uterus revealed un- 
suspected carcinoma in situ of the cervix. 


The author’s suggestions for eliminat- 
ing complications incidental to hysterec- 
tomy are not a one, two, three, step by step 
procedure similar to instructions found in 
a manual on how properly to operate a 
washing machine but rather, stress the 


importance of unyielding adherence to the 
basic principles of good surgical tech- 
nique. In essence, stay close to the uterus 
and keep the surgical wound clean and 
dry. By staying close to the uterus there 
is less likelihood of injury to the urinary 
tract and rectum. By keeping the oper- 
ative field clean, exposure of all raw sur- 
faces and the peritoneal cavity to bacteria 
will be reduced to a minimum and by keep- 
ing the wound dry there will be less chance 
of hemorrhage during and/or after the 
operation. 

Failure to observe all factors that may 
result in hemorrhage, infection, or injury 
to the adjacent organs was responsible for 
most of the complications listed in this 
paper. 

Tricks of the Trade 


Most tricks of the trade in the technique 
of hysterectomy are learned only from ex- 
perience. The writer’s experience has en- 
abled him to learn only a few. However, 
one or two might be worthy of mention. 

In doing an abdominal hysterectomy, if 
a pack is loosely inserted into the vagina 
and removed when the uterus is ampu- 
tated, most of the material expressed from 
the uterine cavity will be removed with 
the pack. In doing a vaginal hysterectomy, 
less blood loss will occur if the vaginal 
flaps are elevated anteriorly and pos- 
teriorly and not all the way around, leav- 
ing a strip of mucosa laterally, to be 
clamped with the cardinal ligaments. The 
peritoneal cavity should be entered an- 
teriorly, exactly in the midline, by making 
a small incision, after which the fingers 
are inserted, to stretch the opening and 
at the same time sweep the ureters lat- 
erally. Hemorrhage will also be reduced 
if the posterior vaginal mucosa and the 
peritoneum of the cul-de-sac are incised 
in close proximity. If these two structures 
are severed a considerable distance apart, 
a large raw area on the posterior vaginal 
flap is created. This area is rich in vessels 
that continue to ooze throughout the pro- 
cedure and after. 

If the posterior vaginal mucosa and pos- 
terior peritoneum are incised close to- 
gether, an interlocking running suture can 
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be inserted from the base of one cardinal 
ligament to the other which easily controls 
blood loss in this area. 


Summary and Conclusion 


1. Pysterectomy has replaced appen- 
dectoray as the number one major surgical 
procedure performed in hospitals through- 
out the country. 

2. A brief historical development of 
hysterectomy is recorded. 

3. Morbidity and complications occur- 
ring incidental to 178 conservative hys- 
terectomies are tabulated. 

4. All conservative hysterectomies 
should be preceded by tests to exclude the 
presence of cancer of the uterus. 

5. Any plan for reducing complications 
incidental to conservative hysterectomy 
must stress the importance of unyielding 
adherence to good surgical technique. It 
is better to control hemorrhage and pre- 
vent infection than to replace blood loss 
and rely on antibiotics. 


References 


1, Kennedy, James William and Campbell, Archibald 
Donald: Vaginal Hysterectomy. Philadelphia, F. A. 
Davis Company, 1942. 495 p. 

2. Choppin, Samuel, Southern Journal of the Medi- 
cal Sciences: Vol 1, 622-625, 1866. 

3. Ricci, James Vincent: One hundred years of gyn- 
aecology 1800-1900, Philadelphia, Blakiston & Co. 1945, 
651 p. 

4. Benson, R. C.: Surgical complications of vaginal 
hysterectomy, Surg., Gynec. & Obst. 106:527 (May) 1958. 

5. Schneider, George T. and Weed, John C.: Hyster 
ectomy for benign and malignant disease: Analysis of 
2,284 consecutive cases, Sou. Med. J., 51:561 (May) 1958. 

6. Watts, W. F. and Kimbrough, R. A., Jr.: Hyster- 
ctomy; analysis of 1000 consecutive operations, Obst. & 
Gynec. 7:483 (May) 1956. 

7. Stalker, L. K., Gibb, S. H. and Garlick, T. B.: 
Problem: review of 4453 cases, Central New York Sur 
gical Society, 1948 1953. New York J. Med. 55:2781 
(Oct. 1) 1955. 

8. Johnson, C. G., Moll, C. F., Jr. and Post, L.: 
Analysis of 6891 hysterectomies for benign pelvic dis- 
ease with special reference to safety of routine total 
abdominal hysterectomy, Am. J. Obst. & Gynee. 71:515 
(March) 1956. 

9. Te Linde, Richard: Personal communication. 

10. Calhoun, C. W. and Broun, J. R.: Bilateral liga- 
tion of ureters during hysterectomy, Northwest Med. 
49:777 (Nov) 1950. 

11. Melody, G. IF’.: Hysterectomy: complications, West. 
J. Surg. 62:235 (April) 1954. 

12. Burge, E. S.: Postoperative biliary-vaginal, fistu- 
la; case (after abdominal hysterectomy), Quart. Bull. 
Northwestern Univ. M. Sch. 29:98, 1955. 

13. Camp, O. B.: Arteriovenous fistula following hys- 
terectomy, Am. J. Surg. 86:240 (Aug.) 1953. 

14. Crossen, Harry S. and Crossen, David F.: Foreign 
Bodies Left in the Abdomen: St. Louis, The C. V. Mosby 
Company, 1940, 762 p. 

15. Gardner, George H. Discussion of paper by Tur- 


OcToBER, 1959—Vol. 111, No. 10 


ner, S. J.: Effect of penicillin vaginal suppositories on 
morbidity in vaginal hysterectomy and on_ vaginal 
flora, Am. J. Obst. & Gynec. 60:810 (Oct.) 1950. 


Discussion 


Dr. Julius H. Mullins (Baton Rouge): We 
have been most fortunate to have Dr. Buford 
Word of Birmingham as our guest speaker in 
the gynecological section. Dr. Word was trained 
here in New Orleans. It is a great pleasure to 
renew his friendship and to have him visit with 
us again. 

Dr. Word has presented his series of 178 per- 
sonal cases of hysterectomies done in the past 
ten years. In this paper, I was greatly impressed 
with the integrity with which the unfavorable 
results were dealt in such detail and the greater 
favorable results glossed over. It is a great sat- 
isfaction for us to find that we are not the only 
ones to have minor and grave operative com- 
plications. 

Periodic and comprehensive evaluation of our 
results is essential to every gynecological sur- 
geon’s progress and efficiency. 

The incidence of complications was greater in 
the vaginal hysterectomies than in those done 
from the abdominal route. I feel that this is 
significant. 

The decision of an abdominal or vaginal route 
for hysterectomy is also partly determined by 
the results obtained in each instance by the 
operator himself. When there is a difficult peri- 
toneal entry, hemorrhage, or inability or diffi- 
culty in delivering or removing the uterus, the 
operator should unhesitantly change to the ab- 
dominal route. ‘ 

Complete abdominal hysterectomy is not an 
unmixed blessing and should be avoided if there 
is any undue risk of shock, hemorrhage, or in- 
jury to adjacent viscera. 

Exploration of the abdominal viscera should 
be done at the time of the abdominal hysterec- 
tomy unless it is specifically contraindicated. 

Cesarean-hysterectomy should be more widely 
practiced when there is a combined indication. 

Blood tranfusion, especially during general 
anesthesia may be a lethal modality, and should 
not be ordered unless actually indicated. 

Bowel preparation should be done more fre- 
quently prior to hysterectomy, so as to be pre- 
pared for any bowel surgery or bowel injury. 

Cul-de-sac abscess following total hysterec- 
tomy should be drained through the apex of the 
vagina during rectovaginal examination. 

Pelvic infection can be minimized if the apex 
of the vagina is clamped across with a kidney 
clamp when excising the cervix from the vaginal 
cuff. This prevents vaginal contamination in 
the same manner as division of the appendix 
between clamps during appendectomy. It is re- 
assuring during hysterectomy to outline the 
ureters in their course and this is facilitated 
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very easily by palpating the ureters between the 
thumb and index finger and with pressure it 
“pops” from the palpating fingers in the same 
fashion as a green pea when extruded from a 
pod. 

‘During hysterectomy in which the ovaries are 
normal and are allowed to remain in situ, the 
ovarian ligaments should be clamped close to 
the uterus and if necessary even removing part 
of the uterine musculature so as to retain as 
much ovarian circulation as possible. This is a 
great help in preserving the ovarian function, 
especially if the patient is premenopausal. 

The use of antibiotics is certainly no excuse 
for faulty surgical technique and one should 
strive to adhere to the basic and exacting sur- 
gical principles and to improve upon them. The 
opening of the peritoneal cavity is no small in- 
sult and the judicious use of antibiotics for the 
first three days will shorten convalescence, de- 
crease morbidity, and add to the patient’s well- 
being and comfort. 


In the group with which I am associated, we 
have had several cases of persistence of vaginal 
bleeding several months posthysterectomy. These 
have occured in cases of endometriosis and a 
biopsy of the vaginal cuff revealed an endo- 
metrical lesion in the cuff. 


One of the most annoying complications with 
which we have had to deal has been bleeding 
from the vaginal cuff on the tenth to fifteenth 
day postoperatively. It has occurred occasional- 
ly in our cases of abdominal hysterectomy and 
for the most part in those cases which had no 
vaginal plastic surgery or any vaginal pack in- 
serted. The cuff always appears the same, very 
granular, vascular, and with marked destruction 
of the chronic #1 catgut. 

Resuturing it is no great chore, but we have 
often wondered if the urine which often gravi- 
tates into the vagina when using a bed pan 


could contribute to the destruction of the catgut 
sutures. 


Louisiana State Medical Association 


In our July number we, in our remarks upon the proceedings of the “Attakapas 
Medical Society,” promised to aid in bringing about a State Medical Convention.*** 
The zeal, industry, harmony, and ability with which every step of the proceedings 
of this new Convention were characterized, has inspired us with increased interest 
in the subject, and led us to believe that the Physicians of Louisiana, as a body, 
active and intelligent, would hail with no ordinary pleasure an opportunity to emulate 
the example set before us by the Profession of a neighboring State. In vain have 
we, in almost every state of this great Union, sent in prayer after prayer and petition 
upon petition, to the respective State Legislatures, asking that protection which was 
not denied the artizan, the mechanic and, in some instances, the gambler, yet our 
appeal, although pressed in the most respectful language, and sustained by argument, 
as weighty as truthful, has been disregarded and the motives condemned as arbitrary 
and selfish. Wearied with asking for bread, and receiving instead stones, the Pro- 
fession is at last, we are truly proud to perceive, about to rise and vindicate its own 
claims to that respect and position in society, which the prejudices of a few and the 
ignorance of the many have so long denied to it. 

Let the Profession, then, of the State meet in the city of New Orleans, some- 
time during the winter or spring, and organize an association, the object of which 
shall be to lay down a platform upon which all the respectable physicians of the 
State may unite and discuss in a calm and temperate tone the question of “medical 
reform,” and such others as affect the interest and good report of the Profession. 


New Orleans M. & S. J. 5:269 (September) 1848 
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Surgery For Hyperthyroidism“ 


@ The authors present a brief for surgical excision of hyperfunction- 
ing thyroid tissue in preference to administration of radioactive iodine 
and antithyroid drugs, and review the results obtained in one hundred 
and forty nine patients who had thyroidectomy. 


HE pathogenesis of hyperthyroidism 

is only partially understood, and its 
etiology is still an enigma. The disease, 
nonetheless, can now be treated with a 
high degree of safety and effectiveness. 
Thyrotoxicosis can be controlled by three 
methods: (1) Administration of antithy- 
roid drugs which block the synthesis of 
thyroxin, (2) radioactive iodine which 
diminishes thyroxin production by pro- 
ducing thyroid cellular damage, and 
(3) surgical excision of hyperfunctioning 
thyroid tissue. 


Our purposes in the present report are 
to evaluate the results of the surgical 
treatment of hyperthyroidism at the Ma- 
horner Clinic over a period of ten years 
(1949-1958, inclusive), and to explain 
why we believe that most thyrotoxic pa- 
tients are best treated by subtotal thy- 
roidectomy. 


Material 

During the past decade 531 patients 
underwent thyroidectomy by members of 
the Surgical Staff of the Mahorner Clinic. 
One hundred and forty-nine patients had 
hyperthyroidism (Table 1). Nine of the 
operations were for recurrent thyrotoxi- 
cosis. Of the remaining patients, 308 had 
nontoxic nodular goiter, 52 chronic thy- 
roiditis, and 25 carcinoma. 





* Presented at the Seventy-ninth Annual Meet- 
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TABLE 1 


RELATIVE INCIDENCE OF THYROID DISEASES TREATED 
BY THYROIDECTOMY 1949-1958 














Gland type No. of cases % of cases 
Toxic diffuse 109 20.4 
Toxic nodular 40 7.5 ton 
Non-toxic nodular 308 57.7 
Chronic thyroiditis 52 9.7 
Carcinoma 25 4.7 
Total 534 100.0 





The youngest patient with hyperthy- 
roidism was 15 years old, the oldest 71 
years. The average age of the patients 
with toxic diffuse goiter was 35 years, 
or 13 years younger than the average 
age of patients with toxic nodular goiter 
(48 years). It is of interest that 82 per 
cent of the patients with Graves’ disease 
were less than 45 years of age, and over 
one-third of them were less than 30 years 
of age. 


The ratio of females to males in the 
thyrotoxic series was 12:1. Among the 
patients with Graves’ disease, females 
outnumbered males in a ratio of 15:1. 


Treatment and Results 

Treatment consisted of administration 
of one of the antithyroid drugs and iodine 
until the euthyroid state was established 
and then a radical subtotal thyroidectomy 
was done. In a few of the cases of recur- 
rent thyrotoxicosis only a lobectomy was 
performed because the other lobe had 
been removed previously. Preoperative 
preparation was carried out on an out- 
patient basis, and the hospitalization peri- 
od rarely exceeded one week. Bone mar- 
row depression and other major drug 
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complications were not observed. 

There were no deaths. 

In Table 2 are listed the temporary post- 
operative complications. Delayed or sec- 





TABLE 2 
INCIDENCE OF TEMPORARY COMPLICATIONS FOLLOWING 
THYROIDECTOMY 














a __ 1949-58 
Complication No. of cases Incidence (%) 
Hemorrhage 3 2.0 
Infection 2 1.3 
Tracheostomy 3 2.0 
Hypoparathyroidism 4 2.6 
* All tracheostomies prophylactic and temporary, 


ondary bleeding requiring surgical inter- 
vention occurred in 2 per cent of the cases, 
and minor wound infection in 1.3 per 
cent. A temporary prophylactic trache- 
ostomy was performed in 2 per cent of 
the cases. Transient hypoparathyroidism 
was observed in 2.6 per cent. 

Permanent complications are recorded 
in Table 3. Hypothyroidism was observed 

TABLE 3 


INCIDENCE PERMANENT COMPLICATIONS FOLLOWING 
THYROIDECTOMY 








Incidence (%) 
Hypothyroidism 7 4.7 
Hypoparathyroidism 1 0.6 
Recurrent hyperthyroidism 2 1.3 
Unilateral vocal cord 

paralysis 1 0.6 


Complications No. of cases 





*Many patients did not have postoperative laryngeal 
examination. 





in 7 (4.7 per cent) of the cases, recurrent 
hyperthyroidism in 2 (1.3 per cent), and 
unilateral vocal cord paralysis in 1 (0.6 
per cent). Many of the patients did not 
have postoperative laryngeal examination ; 
therefore, the figure of 0.6 per cent inci- 
dence of unilateral vocal cord paralysis 
may not be a completely accurate one. It 
seems reasonable to assume that there will 
be additional cases of recurrent thyrotoxi- 
cosis as the period of follow-up is ex- 
tended. The one case of permanent hypo- 
parathyroidism (0.6 per cent) has been 
easily controlled by appropriate medica- 
tion. 
Discussion 

If given in adequate dosage over a suf- 

ficient period of time antithyroid drugs 


will control the severest degrees of thy- 
rotoxicosis; and in most clinics these 
agents are employed routinely in the pre- 
operative preparation of patients. As 
definitive therapy, however, the thiourea 
derivatives have proved disappointing, be- 
cause of the unacceptably high recurrence 
rate following their discontinuation. De- 
spite this and other limitations they are 
extremely valuable drugs and constitute 
the treatment of choice under unusual cir- 
cumstances, such as when surgery or 
radioactive iodine is contraindicated or 
must be deferred. Their greatest value 
is in the preoperative preparation of toxic 
patients for operation. 

It is rather generally agreed that sub- 
total thyroidectomy is the preferred treat- 
ment for most patients with toxic nodular 
goiter because of the possibility of associ- 
ated malignancy and the low incidence 
of surgical complications in this group. 
Moreover, the toxic nodular goiter re- 
quires much larger doses of radioactive 
iodine than the toxic diffuse goiter, usu- 
ally much more time is required for con- 
trol of symptoms, and I'*' therapy fre- 
quently produces no appreciable change 
in the size of the nodular goiter. 

The question of thyroidectomy versus 
radioactive iodine for toxic diffuse goiter 
would be a less controversial one if there 
were more general agreement concerning 
the potential dangers of this type of irra- 
diation. Thyroidectomy offers advantages 
of prompt elimination of the goiter, a 
high rate of cure, low incidence of comp- 
lications, and relatively rapid return of 
the patient to normal. However, surgeons 
readily concede that a proper dose of ra- 
dioactive iodine is equally effective and 
is rarely accompanied by significant im- 
mediate complications. While myxedema 
is much more common following radio- 
active iodine therapy, this is an undesir- 
able but not disastrous residual since the 
control of hypothyroidism is relatively 
simple. We are aware of only one re- 
ported case of transient hypoparathyroid- 
ism,'? and a single case of fatal thyroid 
crisis '* due to radioactive iodine. 

I'™! jis easily administered, and it so 
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effectively cures hyperthyroidism with so 
little immediate danger and discomfort 
to the patient, that it would be generally 
accepted as the preferred treatment in 
Graves’ disease if it could be proved that 
the heavy I'*' irradiation needed to cure 
the hyperthyroidism would not eventually 
result in malignant degeneration of the 
thyroid gland. While it is true that thou- 
sands of patients have received radioac- 
tive iodine, and some of them have been 
followed for eighteen to twenty years 
without a single reported instance of 
malignant degeneration of which we are 
aware, insufficient time has elapsed to 
permit a final evaluation of this possibili- 
ty of carcinogenesis. 

Radioactive iodine cures hyperthyroid- 
ism by radiation damage to thyroid tissue. 
High dosage of I'*' produces acute thyroid 
epithelial injury, associated with necros- 
ing vasculitis and thrombosis; and the 
late reaction is characterized by follicular 
atrophy and perifollicular fibrosis.'' Ne- 
crosing irradiation in other tissues such 
as skin, bone, and mucous membrane has 
been followed after a latent period of 
many years by malignant degeneration 
of these tissues. In a recent paper en- 
titled, ““Malignant Irradiation for Benign 
Conditions,’ Cannon and associates* re- 
ported from the Massachusetts General 
Hospital 36 cases of carcinoma which had 
developed in skin which had previously 
been irradiated accidentally or for benign 
lesions. The interval between the irradi- 
ation exposure and the establishment of 
the diagnosis of cancer ranged from five 
to fifty years, and the average interval 
for the development of cancer was twenty- 
eight years. 


Several recent reports? *: '*'® suggest 
a possible correlation between irradiation 
and subsequent thyroid carcinoma. Duffy 
and Fitzgerald * reported that of 28 cases 
of thyroid cancer observed in children 9 
had during infancy received x-ray ther- 
apy for an enlarged thymus. Clark* re- 
ported 15 cases of thyroid carcinoma in 
children, all of whom had been subjected 
to x-ray therapy in infancy and early 
childhood for benign lesions involving the 
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head, neck, and chest. Although available 
data are entirely insufficient to establish 
a definite cause and effect relationship 
between x-ray therapy and subsequent 
development of cancer, there is an in- 
creasingly prevalent belief that there is 
considerable circumstantial evidence that 
therapeutic radiation in infants may be 
an etiological factor in thyroid carcinoma 
in childhood and adolescence. Just what 
bearing this may have on the matter of 
radioactive iodine therapy and its possible 
hazard of late carcinogenesis is uncertain; 
but the histologic changes observed in 
thyroid glands irradiated with I'' and 
x-rays have been reported as being quali- 
tatively similar."! 

It is because of our concern about the 
possibility of producing malignancy in 
the thyroid by radioactive iodine that we 
have largely reserved this radiation ther- 
apy for poor surgical risk cases without 
major pressure symptoms. We also pre- 
fer it for cases of recurrent hyperthyroid- . 
ism, whether diffuse or nodular, because 
of the increased incidence of complica- 
tions following secondary operation. 

When hyperthyroidism is complicated 
by pregnancy therapeutic difficulties are 
not appreciably increased if it is re- 
membered that (1) the administration 
of radioactive iodine is contraindicated, 
(2) the induction of hypothyroidism is to 
be avoided, and (3) thyroidectomy can 
be carried out during pregnancy without 
undue risk to mother or fetus.! 

Radioactive iodine should not be ad- 
ministered to the pregnant woman be- 
cause it traverses the placenta and is 
picked up by the fetal thyroid. Embry- 
onic thyroid tissue has a remarkable avid- 
ity for radioactive iodine.’ There have 
been reports of complete destruction of 
the fetal thyroid following administration 
of I'*! to the mother.” 

Antithyroid drugs also cross the pla- 
cental barrier and may affect the fetal 
thyroid.*:* Although a variety of fetal 
abnormalities have been ascribed to the 
maternal administration of the thiourea 
derivatives,'® these complications have in 
most instances been mild and transitory. 
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Apparently the key to their prevention is 
the avoidance of hypothyroidism. The 
pregnant patient with thyrotoxicosis can 
be safely prepared for thyroidectomy by 
‘the administration of antithyroid drugs 
if induced hypothyroidism is prevented by 
avoidance of overdosage of these agents 
and the concomitant use of desiccated 
thyroid.” 

The treatment of hyperthyroidism dur- 
ing pregnancy is controversial, and no 
one plan of therapy is suitable for all 
cases. We believe that most pregnant pa- 
tients with thyrotoxicosis are best treated 
surgically after appropriate medical prep- 
aration with antithyroid drugs and/or 
iodine. The long-term use of antithyroid 
drugs intended as the only treatment 
seems unwise in most cases, because the 
incidence of fetal abnormalities appears 
to be directly related to the duration of 
the drug therapy.® Under certain cir- 
cumstances, however, there may exist 
contraindications to operation and anti- 
thyroid drugs alone may be the treatment 
of choice for the duration of the preg- 
nancy. Following delivery, women who 
are not suitable candidates for surgery 
can be treated with radioactive iodine. 
It is well to remember, however, that I'*! 
and antithyroid drugs are excreted in 
breast milk in sufficient amounts to be 
potentially harmful to the nursing infant’s 
thyroid. 16 

The treatment of hyperthyroidism in 
children is also controversial. It is almost 
always of the toxic diffuse variety, so 
the danger of possible associated malig- 
nancy is rarely a matter of concern. 
Graves’ disease during childhood, if ade- 
quately treated, does not alter adolescent 
development.* '° It is our impression that 
postoperative hypothyroidism, hypopara- 
thyroidism, laryngeal edema, recurrent 
laryngeal nerve injury, keloid formation 
in the operative scar, and recurrent hy- 
perthyroidism are more likely to occur 
in children than in adults. We believe 
that most thyrotoxic children can be safe- 
ly carried on antithyroid drugs until after 
adolescence when thyroidectomy can be 
performed with more satisfactory results. 


We regard youth as a relative contraindi- 
cation to radioactive iodine therapy. 


Summary and Conclusions 

During the past decade 149 thyrotoxic 
patients have been treated by thyroidec- 
tomy at the Mahorner Clinic. There were 
no deaths. 

The incidence of permanent postopera- 
tive complications were: Hypothyroid- 
ism 4.7 per cent, hypoparathyroidism 0.6 
per cent, unilateral vocal cord paralysis 
0.6 per cent, and recurrent hyperthyroid- 
ism 1.3 per cent. 

As definitive therapy for thyrotoxicosis 
the antithyroid drugs have proved disap- 
pointing because of the high recurrence 
rate following their discontinuation. 

Most patients with toxic nodular goiter 
are best treated by subtotal thyroidec- 
tomy. 

There is some circumstantial evidence 
that therapeutic radiation in infants may 
be an etiologic factor in thyroid carcino- 
ma of childhood and adolescence. 

Radioactive iodine is highly effective 
in the treatment of toxic diffuse goiter. 
It cures hyperthyroidism by radiation in- 
jury to thyroid tissue. Necrosing irradi- 
ation in certain other tissues may be fol- 
lowed after a latent period of many years 
by malignant degeneration of these tis- 
sues. Because of our concern over the 
possibility of producing malignancy of 
the thyroid gland by radioactive iodine, 
we have reserved this radiation therapy 
for cases of recurrent hyperthyroidism 
and for poor surgical risk cases. 

Radioactive iodine should not be given 
to the pregnant woman because it tra- 
verses the placenta and may destroy the 
fetal thyroid. Antithyroid drugs also 
cross the placental barrier and may affect 
adversely the fetal thyroid, and when 
possible their long-term use should be 
avoided. Thyroidectomy can be carried 
out during pregnancy without undue risk 
to mother or fetus; and we believe that 
most pregnant patients with thyrotoxico- 
sis are best treated surgically after rapid 
preparation with antithyroid drugs. 

Hyperthyroidism in children is prob- 
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ably best managed medically with antithy- 
roid drugs. If operation becomes neces- 
sary usually it can be deferred until after 
adolescence. Youth is a relative contrain- 
dication to radioactive iodine therapy. 
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Annual Circular of the Medical Department of the 
University of Louisiana—Session of 1848-49 


“In practical surgery, as in medicine, the advantages of this school are pre- 
eminent. We are satisfied, from the best authority and personal observation that 
the professors of no school in America are connected with and enjoy the unlimited 
use of an institution, in which there are so many interesting cases requiring surgical 
and medical aid, and the use of the knife, as are to be found in the New Orleans 
Charity Hospital. This great receptacle for thousands of the afflicted of every 
clime, supported bountifully by the contributions of the State, where there are no 
paupers but strangers, and attended gratuitously by the members of the profession 
who are the high priests of philanthropy throughout the civilized world, is opened 
wide to every aspirant who seeks knowledge among its tenants.” 


New Orleans M. & S. J. 5:347 (November) 1848. 
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A New Topical Nasal Decongestant 


@ The authors report on their use of Otrivin, an imidazoline deriva- 
tive, on 290 patients with various upper respiratory infections. 


UR E.N.T. Clinic at Charity Hospital 

handles about 200 cases a week of 
various upper respiratory infections in 
both children and adults. It would be 
much to our advantage and to this large 
number of patients if we could obtain a 
safe and physiological, acceptable nasal 
vasoconstrictor which would give effec- 
tive prolonged relief without the usual 
side effects of most of these compounds. 
Many of the nasal vasoconstrictors in use 
today cause either stimulation, drowsi- 
ness, rebound congestion, or palpitation, 
etc. Many of these agents are frankly 
abused and cause habituation or damage 
to the nasal mucosa. Others are too dan- 
gerous to use in children for fear of over- 
dosage with an accompanying syncope, 
pallor, or bradycardia. 

Recently, a new vasoconstrictor, Otri- 
vin,+ was introduced to us for evaluation. 
Various reports ' noted that Otrivin had 
an exceedingly good decongestive effect 
with little or no side effects and a high 
safety factor. 

Clinical trials involving over 6000 
cases showed the drug was effective in a 
variety of upper respiratory infections 
including the common cold, vasomotor 
rhinitis, as well as in hay fever and other 
allergic rhinitides. It was well tolerated 
locally and systemically in infants and 
children as well as in adults. 

Otrivin is an imidazoline derivative (re- 





* Department of Otolaryngology, Louisiana 
State University School of Medicine, New Or- 
leans. 

+ OTRIVIN was made available for research 
through the Clinical Investigation Division of 
Ciba Pharmaceutical Products, Inc., Summit, 
New Jersey. 


ARMAND A. JACQUES, M.D.* 
VAL H. FUCHS, M.D.* 


New Orleans 


lated chemically to Privine, a well-known, 
widely used vasoconstrictor). Its struc- 
tural formula is given in Figure 1. 


OTRIVIN 
| ot 
ce, _h " 
la, ee - {/ \ - CH, f ECL 
cx, \=/ \- 7) 
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Number of Patients and Dosage 

Our study involved 290 patients (in- 
fants, children and adults) with various 
upper respiratory infections, and included 
the use of various strengths of the plain 
Otrivin, while the combination of Otrivin 
and Ultracortenol and Neomycin was re- 
served for those patients who presented 
superimposed infections or allergic states. 
No attempt was made to select the pa- 
tients as to age or sex. 

Otrivin 0.025 per cent, 0.05 per cent, 
and 0.1 per cent was used b.i.d. or t.i.d. 
as drops or in spray form. The triple 
formulation was used only as a spray. 

Early in the course of the study, it 
was found that Otrivin 0.05 per cent was 
safe, and therapeutically more effective 
than 0.025 per cent, and thereafter, use of 
this weaker concentration was discontin- 
ued. 

Complete records including diagnosis, 
dosages, duration of therapy, results, lo- 
cal and/or systemic side effects were 
maintained on all 290 patients. 

Fifty patients were followed with blood 
and urine examinations, and no abnor- 
mal findings attributable to the use of 
Otrivin were observed. Blood pressure 
studies on normotensive patients (100) 
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and hypertensive patients (6) demon- 
strated that no adverse effects on blood 
pressure were to be expected following 
the use of Otrivin. 

An illustration of the record form used 
appears in Table 1. 


Results 
From our results, it would appear that 
Otrivin is an excellent and effective nasal 
vasoconstrictor. Of the entire total of 290 
patients on all dosage forms of Otrivin, 
250 had good to excellent results, 26 fair, 
and only 14 poor. Six of the poor results 
occurred in those cases of children treated 
with 0.025 per cent solution, the use of 
which we discontinued after we learned 
of the superiority of Otrivin 0.05 per cent, 
even in the very young patient. Best re- 
sults were obtained with the higher con- 
centration solution, 0.1 per cent Otrivin. 
I found it preferable to use the combina- 
tion of Otrivin - Ultracortenol - Neomycin 
in the infectious or allergic states. In 
only 4 of the entire series of patients were 

side effects encountered. 


Observations and Conclusions 


no stimulation or drowsiness as other na- 
sal vasoconstrictors do. Side effects with 
Otrivin were practically nil. As noted 
above, in only 4 of the 290 cases, were 
there any side reactions, i.e., one case each 
of palpitations, insomnia, sneezing with 
burning, and rebound phenomenon (sec- 
ondary vasodilatation). Blood pressure 
was not significantly affected by Otrivin 
—not even in 6 cases of hypertensive car- 
diovascular disease. 

In comparing Otrivin with other nose 
drops and nasal sprays, the patients claim 
that Otrivin is more gradual in onset, 
more potent in action, of longer duration, 
and less irritating. Because of its longer 
duration, and since it causes practically 
no rebound, Otrivin need be administered 
only two to three times a cy, certainly 
no more than four times a day except 
perhaps in a few cases. 

As a result of this study, it is our opin- 
ion that Otrivin fulfills the criteria for a 
safe and physiologically acceptable nasal 
vasoconstrictor : 









































Otrivin seems to be well tolerated by 1. Good vasoconstrictor response with 
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A NEW TOPICAL NASAL DECONGESTANT—JACQUES, FUCHS 


2. Has as few systemic side effects as come addition to the group of products 
possible presently available for use in the treat- 
3. Has no. local deleterious, toxic or ir- ment of the more common nasal disorders. 
ritating effect on the mucosa, etc. Ref 
4. Very seldom causes secondary vaso- sepeieenees 
. ° ° 1. “Otrovin, A New Imidazoline Vasoconstrictor with 
dilatation with subsequent rebound Lessened By-Effects’—A. Lewis Kolodny, M.D.: accept- 
obstruction ed for publication. 
5. Appears to be safe to use in cer- 2. Maurice A. Colbert, M.D.: to be published. 
: . . 3. Mary Ruth Davis, M.D.: to be published. 
< SYS seases ases 
none y temic di eases (6 Cases of 4. Werner J. Hagen, M.D.: to be published. 
HC D). : fa ; 5. Samuel Peluse, M.D.: to be published. 
In our experience, Otrivin is a wel- 6. Max L. Wertz, M.D.: to be published. 


Causes of Cholera in New Orleans 
1848-1849 


It has been attempted to prove that the disease called cholera which prevails in 
this city is of asiatie origin, and was imported into this city; but if we can point out 
the causes that gave rise to the disease, its foreign origin must be abandoned. * * 
For some days prior to the appearance of the first case of cholera, the rain fell almost 
daily—the atmosphere was humid, murky, close, and oppressive,—the streets, gutters, 
ete. were surcharged with offal and filth of every kind—abundant sources—numerous 
foci for the generation and spread of a species of malaria or miasmata, which oper- 
ating upon persons, already debilitated and relaxed, by the warm, damp weather, soon 
manifested its poisonous influence upon the system by acting upon an irritable gastro- 
enteric mucous surface, producing diarrhoea, vomiting, cramps, collapse, and death. 
All this time the wind was from the South; at intervals during the day an almost 
tropical sun beamed upon us,—moist and murky vapor, born of the stagnant pools and 
filthy sewers that surround us, and charged with pestilential matters, enveloped the 
city and hung like a funeral pall about us. The thermometer, although in the middle 
of December, rose to 75 and even as high as 84, in the shade. It may be well to remark 
that this state of things was possibly aggravated by the exposure of a large quantity 
of mud and dirt to the action of the sun, caused by excavating the foundation for our 
new custom house, near the levee. 


New Orleans M. & S. J. 5:539, (January) 1849. 
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The Management of 


Upper Gastrointestinal Tract Hemorrhage: 


A Reappraisal 


®@ Does the problem of the bleeding peptic ulcer call for conservative 
medical treatment or surgical measures? What are the mortality rates 
in the different modes of treatment? What are the factors which deter- 


mine the choice of treatment? 


Introduction 


T= problem of the management of 

patients with massive bleeding of the 
upper gastrointestinal tract has always 
been a major one. A number of years ago 
we were convinced that if all serious 
bleeders of the upper gastrointestinal 
tract would consult surgeons first, instead 
of passing through the hands of medical 
men their outlook would be much im- 
proved. However, with the passing of 
time, we have been impressed by our high 
mortality rate in the operative manage- 
ment of these cases, and we have also 
noted that the mortality rate has been 
high in similar cases managed by our col- 
leagues in two rather large community 
hospitals in which we work. It is because 
of this impression that we are encouraged 
to investigate the cases available and the 
current literature on this problem. The 
lessons learned furnish the material for 
this article. 

Definition 

A massive hemorrhage is defined as one 
in which the patient has lost approximate- 
ly one-half of his blood volume by gross 
bleeding in a short period of time. The 
hematocrit on admission is usually be- 
tween 22 and 25, and the hemoglobin be- 
tween 7 and 10 grams. It must be remem- 
bered that these patients are dehydrated 
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from vomiting or diarrhea and the blood 
loss is greater than indicated by these 
simple laboratory examinations. 


Mortality Rate 


In a limited review of the literature on 
this subject, it was noted that the mor- 
tality rate in all centers was approximate- 
ly the same, in that it varied according to 
the type of patient and the pathology pre- 
sented rather than to the method of man- 
agement. lor instance, Karlson, et al.,* 
presented the results of three methods of 
therapy for massive gastrointestinal hem- 
orrhage. 

1. The nonoperative group, which was 
treated by bed rest, gelatin mixture every 
two hours by mouth; transfusions were 
given only for evidence of air hunger, 
cerebral anoxia, or blood pressure drop 
below 80, and then, only in small 250 ee. 
amounts. 

2. The second group was the immediate 
operative group in which a three-fourths 
gastrectomy was done as soon as the pa- 
tient was prepared, usually within twelve 
hours. 

3. The third group was the selective 
group which consisted of the patients that 
quit bleeding, but then were operated upon 
electively because of some indication such 
as, above 50 years of age, arteriosclerosis, 
previous massive hemorrhage. 

The majority of patients in the non- 
operative group died from exsanguination. 
The majority of those in the operative 
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group died of postoperative complications. 
The mortality rate was approximately 14 
per cent in each of the groups. Although 
the operative mortality for a single epi- 
sode of massive bleeding was identical in 
this study to the nonoperative, the mor- 
tality may be lowered in the operative 
group because they are no longer subject 
to further episodes of massive bleeding. 

Stewart, et al., reported a mortality 
rate of 10.7 per cent in the operative group 
and 21.4 per cent in the nonoperative 
group, which was comprised of those that 
refused surgery. Their method was im- 
mediate blood replacement and gastric re- 
section for acute gastroduodenal bleeding 
due to peptic ulcer. Welch ' reported from 
the Massachusetts General Hospital that 
the interval operation is probably the 
safest method. Under the age of 70, the 
mortality rate is 6 per cent. Above the 
age of 70, the mortality rate is 30 per cent. 
It is of further interest to note that in an 
article published in 1946, Gordon-Taylor ° 
reported an over-all mortality of 17 per 
cent in the operative management of upper 
gastrointestinal tract bleeding from ul- 
ceration. These cases were operated upon 
some twenty years ago. They were done 
for the most part under local analgesia 
and consisted of ligation or over-sewing 
of the bleeding area. It is interesting to 
note that the mortality rate is approxi- 
mately the same as the present day fig- 
ures. In studying any figures of upper 
gastrointestinal tract bleeding one has to 
separate the hemorrhages that are second- 
ary to the esophageal varices with portal 
cirrhosis from other causes. 


Etiology 

As to the etiology of upper gastroin- 
testinal hemorrhage according to Allen,'* 
85 per cent are due to peptic ulcer, 5 to 
10 per cent are due to esophageal varices, 
and 5 to 10 per cent are due to miscellane- 
ous causes, which consist of gastritis 
(atrophic, hypertrophic, and acute ero- 
sive), esophagitis, venous telangiectasis of 
the gastric mucosa, benign and malignant 
tumors, blood dyscrasia, and other rare 
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causes.” The causes found in our cases are 
listed in Table 1. 











TABLE 1 
CAUSES 
_PerCent _ 

Esophageal varices .................-....---- 3 
I os cicenenncnnaaialomen = 
Renner rrr 72 
I I sat cscierinnsssroeriotetens 1 
Negative x-ray findings .................- 3 





Age Distribution 
In our material, 99 cases, there were 81 
males and 18 females. The age varied 
from 18 years to 87 years. The average 
age was 48, and distribution is as given 
in Table 2. 














TABLE 2 

AGES 
Years Cases 
a ee 3 
| PRR Eneeeresreene einer a tenn res oe 9 
RU a a aaa a ese ae 18 
RIE seins itt ca. ot Aree 30 
Bee NE kk antacids ncccineeoreen 21 
kd eee ee ee ann ees 9 
71 to 80 .. Bh a ae 6 
NU I casa ie a ae al tiaaded 3 

Pathology 


As to the pathology of bleeding ulcers, 
it is agreed generally that the posterior 
wall duodenal ulcers and lesser curvature 
gastric ulcers bleed more frequently than 
do other locations. Also, it is true that 
chronic penetrating ulcers tend to bleed 
more frequently. In the old age group it 
is noted that the resiliency of the blood 
vessels is lost, and that the arteriosclerotic 
vessels will have less tendency to retract 
and clot and, therefore, continue to bleed. 
Searring in the base of an ulcer predis- 
poses to continued bleeding. In 15 to 20 
per cent of patients who have serious 
upper gastrointestinal tract bleeding it 
will be due to other causes already men- 
tioned. We cannot recall having seen mas- 
sive upper gastrointestinal tract hemor- 
rhage from carcinoma of the stomach, but 
this has been reported in the literature. 
There are many rarer pathological pro- 
cesses which account for serious bleeding, 
but these comprise individual problems 
and will not be discussed here. 
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Diagnostic Management in Massive 
Upper Gastrointestinal Tract 
Hemorrhage 


Some patients present a history of pep- 
tic ulcer, which may or may not have been 
confirmed by x-rays. The history gives 
some indication of whether the patient 
possibly has cirrhosis and presents the 
possibilities of esophageal varices, i. e., in 
alcoholics. It is to be remembered that 
both esophageal varices and peptic ulcer 
may exist, and also, that in alcoholics 
peptic ulcer is more common than cir- 
rhosis. It is very important to note asso- 
ciated pathology in the history. 

In physical examination, determine 
principally whether the patient is or is 
not in shock, or whether he is bordering 
on shock. The abdominal findings may 
help, in that definite epigastric tenderness 
would point toward peptic ulceration. Any 
palpable mass would be suspected in ex- 
planation of the etiology of the bleeding. 
An enlarged liver and spider angiomata of 
the skin would cause the examiner to sus- 
pect cirrhosis. 

Laboratory studies necessary are hemo- 
globin and hematocrit determinations, 
prothrombin time, bleeding and coagula- 
tion time, platelet count, and G. I. series. 
We have felt that a G. I. series is often 
helpful and has not been detrimental in 
any of our cases. Oftentimes an obvious 
lesion is noted on x-ray, which is extreme- 
ly helpful in the management of the case. 
Further, it is our belief that one of the 
surest ways to determine esophageal 
varices is on barium swallow, when done 
by a competent radiologist. 


It must be remembered that a negative 
G. I. series is not a contraindication to 
contemplated operation and does not rule 
out peptic ulceration when done under 
these circumstances. The stomach may be 
filled with blood, the ulcer crater obscured 
by clot, and often the patient is unable to 
cooperate fully under the circumstances. 
However, we do not believe it dangerous 
for the radiologist to manipulate the pa- 
tient at the time of examination, and we 
have not observed that palpation on the 
radiologist’s part has increased bleeding, 
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or caused it to recur. We believe that the 
G. I. series should be done when the pa- 
tient has been transfused and is appar- 
ently out of shock. This should be done 
early in the management of the case. 

We have not used esophagoscopy in the 
diagnosis or treatment of esophageal le- 
sions, or gastroscopy in the diagnosis of 
the gastric lesions. 


Management of Cases 

The effectiveness of any program is 
judged by the combined mortality rate of 
both medically and surgically treated pa- 
tients. In our collective cases, those 
treated medically had a 6 per cent mor- 
tality. Those treated surgically had a 40 
per cent mortality. It must be pointed out 
that in this series of cases the only pa- 
tients operated upon were those in whom 
exsanguination was feared if they were 
not subjected to surgery. 


We had no control series and many of 
the patients who were initially treated 
medically were operated upon electively 
or had a recurrence of bleeding and were 
operated upon at that time. Although we 
know of some, we do not have exact fig- 
ures on the number that expired on sub- 
sequent admissions regardless of the 
method of treatment. 

As to the management, the primary 
consideration is to distinguish the bleed- 
ing ulcers and the few miscellaneous 
causes from those cases bleeding from 
esophageal varices due to portal cirrhosis. 
If the diagnosis is concluded to be esoph- 
ageal varices, then a Blakemore-Seng- 
taken tube is passed and the bleeding con- 
trolled by tamponade. And if desperate, 
a transesophageal suture ligation of vari- 
ces is the procedure of choice. Supportive 
measures and blood replacement are ac- 
complished. After bleeding has ceased, 
the patient is thoroughly evaluated, par- 
ticularly regarding liver function, and if 
possible a porto-caval shunt is done as an 
elective procedure. 

We have no experience with the other 
procedures, namely: 


1. Splenectomy and end-to-side anas- 
tomies of the splenic vein to the renal vein. 
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2. Umbilical vein to the vena cava. 
3. Portal vein to the right renal vein. 


4. Inferior or superior mesenteric vein 
to the vena cava. 


5. Transposition of the spleen above 
the diaphragm at the time of ligation of 
esophageal varices.'” 


If we feel that the patient is bleeding 
from the stomach or duodenum, a No. 
18 or 20 Levin tube is inserted. Al- 
though gastric tubes are inefficient at 
times due to occlusion by clots, we believe 
that it gives information as to the source 
of bleeding. Vomiting is reduced and if 
emergency surgery is necessary, the stom- 
ach and upper gastrointestinal tract are 
better prepared for surgery. The amount 
and the rate of blood given depend on the 
initial hemoglobin and hematocrit, blood 
pressure, pulse and the general condition 
of the patient. Medication is judged fur- 
ther by laboratory results. Prothrombin 
deficiency, if present, is corrected by ad- 
ministration of Vitamin K. 

In regard to blood replacements, pa- 
tients who are given 1500 to 2000 cc. of 
blood and still show evidence of unstable 
blood pressure bordering on shock, and 
whose blood picture has not responded, 
are considered for immediate surgery. It 
must be remembered that the results of 
red blood cell counts, hemoglobin deter- 
mination and hematocrit of bleeding pa- 
tients are likely to disclose too little bleed- 
ing rather than too much and the amounts 
of blood given should be determined ac- 
cordingly. In Stewart’s® management by 
immediate blood replacement and immedi- 
ate operation the average amount of blood 
given at the time was 3900 cc. It is gen- 
erally accepted that 500 cc. of whole 
blood should raise the hemoglobin 1.5 
grams and the hematocrit 3 points. 


If there is evidence that the patient’s 
bleeding is ceasing, then he should be 
followed carefully by serial hemoglobin 
and hematocrits every six to twelve hours 
as indicated. Once it is assured that 
bleeding has ceased the patient is further 
studied, and either treated medically or 
operated upon electively. 


Factors to Consider in the Selection of 
the Patient for Elective Surgery 
1. Age: Patients over 45 tolerate blood 
loss less well due to the altered resiliency 
of the vascular bed. A local factor is that 
hemostatic benefits attributed to constric- 
tion of a severed artery decrease with age. 


2. Duration of Ulcer History: The wall 
of a bleeding vessel that is embedded in 
scar tissue or thickened is less likely to 
clot spontaneously. 


3. Recurrence of bleeding is more like- 
ly in gastric than duodenal ulcers. The 
vessels are larger and the gastric ulcer 
is associated with gastric stasis, which 
stimulates peptic digestion of the clots. 

4. Stenosed duodenal ulcer on the basis 
that pyloric obstruction is unfavorable to 
healing and because of the difficulty that 
pyloric stenosis imposes on a sound feed- 
ing program. 

5. Severe hemorrhage in the older age 
group leads to more cardiovascular comp- 
lications than in the younger people. 

6. Patients with a history of previ- 
ous massive gastrointestinal hemorrhage 
should be considered for elective opera- 
tion. 

As to the surgical procedure, except on 
rare occasions in the very aged or in 
moribund patients who are seen late 
where the local lesion is excised or bleed- 
ing point transfixed, we believe in the 
practice that the standard 75 per cent 
subtotal gastric resection is the operation 
of choice. When no bleeding point is 
found, but there is strong evidence that 
the bleeding has been from the stomach 
or duodenum, a subtotal gastrectomy is 
done. In regard to rationale of vagotomy 
and pyloroplasty in the management of 
bleeding duodenal ulcer,® we have had no 
experience. 

Discussion 


From our present knowledge it appears 
that each case has to be individualized, 
but that the majority of upper gastroin- 
testinal tract bleeders will cease bleeding 
if given an adequate trial. There are a 
minority of cases that will exsanguinate, 
however, and it is vital that these be 
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determined before their blood volume is 
depleted and before it has been neces- 
sary to replace their blood volume with 
Blood Bank Blood. 

The mortality rate of the urgent cases 
is extremely high and it is in direct pro- 
portion to the serious complications that 
arise. One of the most serious and often- 
times fatal complications in our personal 
cases has been re-bleeding in the post- 
operative period. This has proved to be 
hemorrhagic gastritis, and it is extremely 
difficult to deal with as can be noted 
from the following short abstracts: 


Case Reports 


Case No. 1—A 176 year old white male was 
admitted November 20, 1957, with the diagno- 
sis of carcinoma of the sigmoid colon, and pre- 
pared for operation. Upon G. I. series there 
was evidence of a small gastric ulcer. The pa- 
tient was also known to have bilateral bronchi- 
ectasis and to have consumed large quantities 
of alcohol daily for many years. 

On November 25, 1957, with spinal analgesia 
the carcinoma of the rectosigmoid was excised 
by means of an anterior resection, and end-to- 
end anastomies done. No evidence of spread 
was noted. There was also a small aneurysmal 
dilatation of the terminal aorta. The patient re- 
ceived 500 cc. of blood during the procedure. On 
the sixth postoperative day, it was necessary to 
do a subtotal gastrectomy for bleeding ulcer on 
the lesser curvature of the stomach, because of 
massive upper gastrointestinal tract hemorrhage. 
The patient took the operation well, but at the 
end of the procedure when the anesthetist was 
aspirating the intertracheal tube, the patient 
went into apnea, and it was necessary to breathe 
for him for approximately three hours. The 
patient continued to have difficulty in breathing, 
and was unable to rid himself of the thick puru- 
lent bronchial secretions. It was necessary to 
do a tracheotomy on December 5, 1957. 

The patient did well again until December 10, 
1957, the tenth postoperative day from the gas- 
trectomy, at which time he began to have hema- 
temesis, and continuous tarry stools, developed 
acute pulmonary edema and expired. 

Case No. 2.—A 32 year old white male devel- 
oped bloody stools and weakness. He had been 
in the hospital one year previously at which 
time he had bled down to 8 grams hemoglobin, 
and hematocrit of 20. However, he responded 
to blood replacement immediately and on G. I. 
series there was evidence only of gastritis and 
duodenitis. The patient made a good recovery 
and because of his age and short history, he 
was treated medically. 
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On the second admission there was evidence 
of massive upper gastrointestinal tract hemor- 
rhage. On the morning of his third hospital 
day while receiving his eighth unit of blood, he 
was brought to the operating room, apparently 
still bordering on shock, and a subtotal gastric 
resection was done. 

The pathological report showed a chronic duo- 
denal ulcer. 

He received 2000 cc. of blood during operation 
and immediately postoperatively. On the fourth 
postoperative day, because of continued evidence 
of upper gastrointestinal bleeding it was neces- 
sary to re-explore the patient. At this time it 
became necessary to extend the incision into a 
thoraco-abdominal one because as far as one 
could see at the cardiac end of the stomach 
there was still considerable bleeding. The esopha- 
gus was opened, but no varices or definite bleed- 
ing points were noted. Numerous bleeding points 
in the stomach were transfixed and it was as- 
sumed that the patient had a hemorrhagic gas- 
tritis. The patient received 2500 cc. of blood 
during and immediately postoperatively. 

On the third postoperative day, the patient 
again showed evidence of upper gastrointestinal 
tract hemorrhage, at which time a Blakemore- 
Sengstaken tube was inserted, and by inflating 
the gastric balloon, the bleeding ceased over a 
period of two days. However, the patient devel- 
oped a fistula at the gastrojejunostomy anasto- 
mosis and with partial deshiscence of his wound 
it subsequently became a gastrocutaneous fistula. 

On March 12, 1958, this was repaired, and the 
patient did fairly well postoperatively although 
he ran a severe febrile course for several days. 
On March 25, 1958, he began to have scanty 
urine with evidence of renal shut-down. On 
March 27, 1958, during the night after having 
walked to the bathroom, he had severe pain in 
his chest, and expired from a massive pulmonary 
embolus. 

Comments 


In the above two abstracts it can be 
noted that it is the re-bleeding that led 
to the extreme morbidity and consequent 
fatal complications. In our personal se- 
ries we know of five such cases where 
following intended definite surgery for 
gastrointestinal bleeding, the patient be- 
gan to re-bleed and it proved to be due 
to a hemorrhagic gastritis in which there 
are many small bleeding points. In these 
cases, it is almost necessary to do a total 
gastrectomy to excise all of the bleeding 
points. Furthermore, because of the enor- 
mous amounts of blood necessary to main- 
tain the complicated bleeders something 
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happens to their clotting mechanism and 
a vicious cycle develops. To combat this 
we have used calcium, fibrinogen, fresh 
blood transfusions in place of Blood Bank 
Blood, Premarin intravenously and Adren- 
osem. 

Summary 

1. In management of patients with 
massive upper gastrointestinal bleeding 
close cooperation between internist, ra- 
diologist and surgeon is mandatory. Di- 
agnosis should be reached as early as 
possible. No complications have resulted 
from early x-ray examination. 

2. Ninety-nine cases are reviewed. 
Management has been conservative, with 
surgery only in those cases in which it 
was felt that the patient would exsangui- 
nate. 

3. Operative procedure of choice is sub- 
total gastrectomy. 

4. Over-all mortality rate in the entire 
group is 10 per cent. In the patients 
subjected to surgery, the mortality rate 
is 40 per cent. In the operated cases there 
was a period of one to seven days with 
an average of three days from the time of 
admission to operation. It is felt that the 
mortality rate could be reduced if sur- 
gical intervention were done earlier or as 
an elective procedure. 

5. In the surgical management of these 
cases there are many complications. The 
two most devastating ones are: (1) re- 
bleeding, and (b) failure of anastomosis 
and wounds to heal. Is this due to replace- 
ment of one’s normal blood with new 
blood? 
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Discussion 


Dr. Sidney G. Mack (Baton Rouge): It is 
encouraging to see the trend to return to a 
more conservative regime in the management of 
massive upper gastrointestinal bleeding. It is 
also noteworthy that the surgeons realize there 
is a means of stopping hemorrhage besides the 
use of a scalpel and hemostat. 

Any conservative regime should aim to keep 
the patient’s blood volume normal or near nor- 
mal, nutrition up, electrolytes and fluids in bal- 
ance, correction of any vitamin K deficiency, 
adequate treatment or correction of any pre- 
existing or concomitant disease situation, and 
removal of old blood from the bowel as soon as 
it is feasible. 

From a diagnostic standpoint, I feel that most 
investigative procedures in the average case 
can and should be delayed until bleeding stops. 
With a good history trom the patient, his family, 
previous physicians who have treated him, and 
a thorough physical examination, the diagnosis 
can be pretty well made. Certainly, if bleeding 
continues and surgical intervention seems likely, 
and if you have no real clue as to the source 
of bleeding, then certain procedures are defi- 
nitely indicated. Perhaps the simplest and most 
informative would be an esophagram and a G. I. 
series. If this procedure be uninformative, con- 
sider esophagoscopy and gastroscopy. A liver 
profile may add to a cirrhotic history to substan- 
tiate an impression of bleeding esophageal vari- 
ces. There are reports in the literature of the 
use of a double lumen balloon equipped with 
tube to aid in differentiating esophageal from 
stomach and duodenal bleeding. I have had no 
experience with it. Sometimes everything is 
negative, and it is still necessary to submit the 
patient to surgery. We then rely solely on sur- 
gical skill, gastrotomy, and even blind resection 
for survival of the patient. 

When should the patient be submitted to sur- 
gery? In my opinion, each case must be individ- 
ualized. No set rules, such as after forty-eight 
hours of hemorrhage, or 2500 to 3000 cc. of 
transfused blood, can be used as a sole criterion. 
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These, of course, are to be considered along 
with the patient’s age, presumptive or proven 
diagnosis, rapidity and recurrence of bleeding, 
concomitant disease situations, availability of 
adequate laboratory and surgical personnel and 
what seems to have had best results for the at- 
tending physician in the past. The patients 
should be watched diligently and kept in good 
nutrition, fluid and electrolyte balance, evalu- 
ated for other pathology, Vitamin K deficiency 
corrected, before turning them over to the sur- 
geon. In the average case of massive upper 
gastrointestinal bleeding which responds to a 
conservative regime, and the diagnosis is proven 
to be peptic ulcer, then certainly interval sub- 
total gastric resection is the treatment of choice. 
I am of the opinion that perhaps most of the 
peptic ulcer problems with massive hemorrhage 
should undergo an interval gastrectomy. 

One alarming complication that deserves spe- 
cial comment is the bleeding that sometimes 
follows massive biood transfusions. Bleeding 
from wounds and petechiae are common find- 
ings. Analysis of the hemostatic mechanism in 


these cases has shown thrombocytopenia with 
corresponding hematological abnormalities. The 
thrombocytopenia may be transitory. Some cases 
show increased fibrinolytic activity of the 
serum; others show reduced antihemophilic glob- 
ulins; and still others, reduced labile factor ac- 
tivity of the plasma. The mechanism here is 
probably increased circulating anticoagulant 
factors and the dilution factor of nonviable 
platelets. Most of these intricate diagnostic fa- 
cilities are not available in the average hospital 
laboratory. Some of these cases can perhaps be 
saved by using compatible fresh blood instead of 
stored blood. 

In conclusion, I would like to reiterate that 
massive upper gastrointestinal hemorrhage rep- 
resents a problem which is a major challenge 
to the best diagnostic and therapeutic efforts of 
the internist, the surgeon, and the radiologist. 
If we are to better our statistics, then we must 
improve our conservative management, diagno- 
sis, preoperative evaluation, surgical techniques, 
postoperative care, and perhaps increase our 
incidence of interval gastrectomies. 





Cholera in 1848-1849 


Up to the time of the appearance of cholera in our city, the sanitary condition of 
New Orleans was most excellent, notwithstanding the rapid and great accession to our 
population since the commencement of fall. * * * 

Until reports of cases of cholera were disseminated by some of the prints of the 
day, our city gave promise of a brilliant season to those devoted to pleasure and amuse- 
ment, and to the man of business, a rich reward for his toils and his enterprize. 

Since the 20th of December, we have seen several cases of small-pox and heard of 
a number of others, all very violent in their character, notwithstanding previous vac- 
cination had been practised in several instances. 

About the 22d of December, 1848, the Board of Health declared the cholera to be 
epidemic. * * * the deaths from the disease, daily at this time, being about an average 
of twelve. 

The greatest number of deaths for the 24 hours reached 114 of which 92 were 
cholera. This was about the 28th of December, and soon after this date it began 
slowly to decline. 

It will be seen that we are much behind our time in the publication of the work. 
The epidemic must be our apology since it frightened even the printer’s devil from 
his post, and but few could be found to carry on the Journal. The delay then was 
unavoidable, and we beg the kind indulgence of our friends for this seeming negligence. 


New Orleans M. & S. J., 5:537 (January) 1849. 
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Intestinal Helminthiases and Their Treatment*‘ 





@ The article is not only a practical guide to therapy, but a very 
thorough exposition of the intestinal helminthiases present in tropical 
and subtropical climates. 


4 pear: introduction of piperazine, cyanine 

and bephenium compounds as anthel- 
mintic agents has resulted in significant 
improvement in the treatment for intes- 
tinal helminthiases. The influence of these 
recent advances on chemotherapy is re- 
flected in the methods of treatment for 
some of the common intestinal helmin- 
thic infections which are described below. 
A brief summary of the salient biological 
and clinical information about these hel- 
minthiases is presented to provide the 
reader with material which has a bearing 
on the objective of treatment and the 
evaluation of therapeutic results as they 
are influenced by the bionomics of the 
parasites. Since this is intended to be a 
practical guide to therapy, rather than a 
comprehensive review of the literature on 
anthelmintics, references are not included. 
Table 1 shows the drug of choice for 
treatment for each helminthic infection 
when only one species of parasite is in- 
volved. 


Ascariasis 

Bionomics and clinical manifestations. 
The normal habitat of Ascaris lumbri- 
coides adults is the lumen of the small 
intestine. The presence of A. lwmbricoides 
in some persons may be related etiologic- 
ally to abdominal pain, frequently colicky 
in nature and referable to the epigastrium 
or umbilical area. Of more serious im- 
port are the complications of ascariasis, 





* Presented at the Seventy-ninth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 6, 1959. 

+ From the Department of Microbiology, Lou- 
isiana State University School of Medicine, New 
Orleans, La. 

t Professor of Medical Parasitology, Louisi- 
ana State University School of Medicine. 
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J. CLYDE SWARTZWELDER, Ph.D.t 
New Orleans 
TABLE 1 


TREATMENT FOR INFECTIONS BY SINGLE SPECIES OF 
INTESTINAL HELMINTHS 











Infection Drug of Choice wee 
Ascariasis Piperazine citrate 
Enterobiasis Piperazine citrate 
Trichuriasis Dithiazanine iodide 
Strongyloidiasis Dithiazanine iodide 
Hookworm Tetrachloroethylene 


or 
Bephenium hydroxy- 
naphthoate 
Large tapeworms (Taenia Quinacrine hydro- 


saginata, T. solium or chloride 
D. latum) 
Dwarf tapeworm Hexylresorcinol 


(Hymenolepis nana) 





such as partial or complete intestinal ob- 
struction, perforation of the intestine and 
migration of adult worms to extra-intes- 
tinal sites. 

Female ascarids have tremendous egg- 
laying capacity. Very resistant immature 
eggs are passed in the stool. Under fa- 
vorable environmental conditions, they 
become embryonated and infective in the 
soil within two weeks. Children fre- 
quently acquire the infection through in- 
gestion of the eggs by geophagia or from 
soil-contaminated hands. Uncooked vege- 
tables which have been fertilized with 
human excreta also provide a source of 
infection. The larvae hatch from the 
eggs in the small intestine. They enter 
the portal circulation and are carried to 
the liver, thence to the heart and lungs, 
where they grow and moult. If larvae 
are present in sufficient numbers, they 
may produce a clinically evident pneumo- 
nitis; however, due to difficulty in proof 
of etiology, this condition is rarely diag- 
nosed specifically as Ascaris pneumonitis. 
The parasites ascend the respiratory tract, 
pass down the esophagus and through the 
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stomach for the second time, initially as 
embryonated eggs and now as free lar- 
vae. The adults mature in the small 
bowel. Female ascarids ordinarily reach 
a length of 20 to 35 or more cm. and are 
3 to 6 mm. in diameter. Male worms 
measure about 15 to 30 cm. in length and 
2 to 4 mm. in diameter. The prepatent 
period, i.e., from time of inoculation to 
the appearance of the diagnostic eggs in 
the stools, is approximately two to two 
and one half months. Spontaneous loss 
of infection occurs. The longevity of a 
single infection is about eight months to 
one year. Adult worms frequently are 
passed per anum and occasionally per os 
and nares in untreated patients. 

Effective prophylaxis against ascari- 
asis, as well as trichuriasis, consists es- 
sentially of sanitary disposal of human 
excreta by both children and adults, pre- 
vention of ingestion of infested soil by 
children, and the avoidance of eating un- 
cooked vegetables in areas where night- 
soil is used as fertilizer. Parasitized chil- 
dren who fail to use sanitary facilities 
contaminate yards with their excrement 
and thus “seed” the top soil with Ascaris 
eggs. Children’s play and hygiene should 
be supervised by the parent and by older 
children in the family with the objectives 
of preventing (1) defecation in the yards, 
(2) geophagia and (3) placing dirt-soiled 
hands in the mouth. The hands should 
be washed prior to eating, both during 
play and before meals. Lawns and paved 
areas are preferable to open soil as play 
sites. Top soil may be turned under to 
place the eggs out of reach of children. 

Treatment for uncomplicated intestinal 
ascariasis. Piperazine citrate in syrup 
form (e.g., Syrup of Antepar) is an ef- 
fective and well tolerated therapeutic for 
infections with this large roundworm. 
Each ml. has the equivalent of 100 mg. of 
piperazine hexahydrate. One teaspoonful 
contains about 500 mg. of the drug. The 
preparation of piperazine citrate in a 
palatable syrup facilitates the treatment 
of infants and children in whom this hel- 
minthiasis is common and of those who 
cannot swallow tablets. 
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An effective schedule for the treatment 
of patients with uncomplicated intestinal 
ascariasis is as follows: an initial dose 
of 70 mg. (hexahydrate equivalent) of 
piperazine citrate per pound of body 
weight, with a maximum of 3 gm. (30 ml. 
of syrup) ; the treatment is repeated, with 
another single dose, one week later. This 
regimen usually results in complete elim- 
ination of ascarids in almost all cases. 
A stool examination should be done one 
or two weeks after the second dose. 

Fasting prior to treatment and purga- 
tion after therapy are unnecessary. There 
is no hazard of local tissue damage from 
the drug. Since the ascarids usually are 
alive when passed after treatment, the 
possibility of absorption of disintegration 
products of the parasites is minimized. 
Piperazine salts induce a state of paraly- 
sis in the worms which reduces the hazard 
of migration. It causes the elimination of 
both mature and immature ascarids from 
the intestine. ' 

The vast experience of many investi- 
gators of treating patients for ascariasis 
and enterobiasis with a variety of dosages 
and regimes of piperazine citrate indi- 
cates that this anthelmintic is safe and 
that side-effects are infrequent. Some of 
the occasional or rare reactions to piper- 
azine have been nausea, vomiting, head- 
ache, abdominal cramps, urticaria, ver- 
tigo, tremor, incoordination, muscular 
weakness, dropping of articles, mild diar- 
rhea and lethargy. 

No significant difference in the thera- 
peutic efficacy of piperazine citrate, adi- 
pate or phosphate against Ascaris lumbri- 
coides in humans has been demonstrated. 
Also, there is no essential difference in 
the systemic absorption of these salts in 
man. 

Treatment for partial intestinal ob- 
struction due to ascariasis. Conservative 
measures for the management of partial 
intestinal obstruction supplemented by the 
administration of piperazine citrate syrup 
have obviated the necessity of surgery in 
numerous patients with this complication 
of ascariasis. The measures outlined be- 
low apply only to partial and not to com- 
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plete intestinal obstruction due to A. lum- 
bricoides. 

1. Parenteral fluids are administered 
as required. 

’ 2. Wangensteen drainage with a Levin 

tube is employed for abdominal decom- 
pression to relieve distention and vomit- 
ing, if necessary. 

3. Physiological saline enemas are giv- 
en promptly to remove any worms which 
may have collected in the large bowel due 
to decreased peristalsis; however, the ob- 
struction is in the small intestine where 
the ascarids normally live. 

4. After four to six hours of nasogas- 
tric suction, the vomiting usually abates 
and piperazine citrate syrup is instilled 
by gravity through the drainage tube. 
Suction is discontinued during and for 
one to two hours after administration of 
the drug. The initial dosage of pipera- 
zine is 70 mg. per lb. of body weight, with 
a maximum of 3 gm. (30 ml. of the 
syrup). Subsequently, 30 mg. of pipera- 
zine per lb., with a maximum of one gm. 
(10 ml.), are given at twelve hours inter- 
vals for six doses. If vomiting is not fre- 
quent and drainage is unnecessary, the 
drug should be given by mouth; in such 
cases, if the initial dose (70 mg. per lb.) 
is retained fully, the next dose (30 mg. per 
lb.) should be given twenty-four, instead 
of twelve, hours later and repeated at 
twelve hour intervals. 

5. After the acute illness has subsided, 
the stools should be examined. If eggs of 
A. lumbricoides are present, the residual 
infection should be treated with pipera- 
zine as an uncomplicated case of intestinal 
ascariasis. 


Complete intestinal obstruction in as- 
cariasis requires prompt surgical inter- 
vention. The prognosis is influenced 
greatly by the length of time between on- 
set of the obstruction and the institution 
of surgical treatment. 


Trichuriasis 
Bionomics and clinical manifestations. 
This nematodiasis is also referred to as 
Trichuris trichiura infection, trichoce- 
phaliasis or whipworm infection. The 


adults of T. trichiura derive their common 
name, whipworm, from the long thread- 
like anterior portion and the wider pos- 
terior end. Their size range is between 
30 and 50 mm. in length. The posterior 
portion of the male characteristically is 
coiled like a watchspring. The anterior 
end of the worm usually is threaded in 
the mucosa of the cecum, appendix and 
colon. In heavy infections, the nematodes 
may be found throughout the colon and in 
the rectum. 

Very light whipworm infections usually 
produce no symptomatology. The pres- 
ence of a large worm burden may be asso- 
ciated with diarrhea of long duration, dys- 
entery, mucoid stools, abdominal pain and 
tenderness, dehydration, severe anemia, 
weight loss and weakness. Occasionally 
prolapse of the rectum occurs. Adult 
worms may be observed on the prolapsed 
bowel or by sigmoidoscopy. Some pa- 
tients with heavy infections are acutely 
ill. As in hookworm infection, egg counts 
frequently are desirable in order to de- 
termine the size and significance of the 
whipworm infection. In clinical infec- 
tions, eggs of T. trichiuvra are numerous 
in direct fecal smears. 

Trichuriasis is acquired in a manner 
similar to ascariasis and frequently the 
two helminthiases coexist in the same in- 
dividual. Immature eggs are passed in 
the stool. They embryonate in the soil 
under favorable conditions and become 
infective within a few weeks. Upon in- 
gestion of the eggs, by geophagia, or in 
food or drink contaminated by infested 
soil, the parasites mature in the intestine. 
The prepatent period is approximately 
three months. Unlike Ascaris lumbri- 
coides, the whipworm requires no migra- 
tion through the lung of its host. The 
adult female whipworm lays several thou- 
sand eggs daily. Diagnosis is made by 
demonstration of typical eggs in the stool. 
The adult whipworms are not commonly 
observed in the stool except during treat- 
ment or in the exudate from patients with 
severe clinical infections. The preventive 
measures for trichuriasis are essentially 
the same as those for ascariasis. 
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Treatment for trichuriasis with dithia- 
zanine iodide. This anthelmintic is an 
effective trichuricide suitable for oral 
administration and the drug of choice for 
treatment for whipworm infection. Di- 
thiazanine iodide, known as Delvex in 
the U. S. and as Telmid outside of the 
U. S., is available in tablets with a coat- 
ing designed to delay release of the drug 
until after passage through the stomach. 
The drug ‘is a blue powder which is not 
readily absorbed from the intestine. The 
dye is excreted in the stool to which it 
imparts a blue color. 

The dosage for adults on the first day 
is 100 mg. t.i.d. two hours after meals. 
On the second and subsequent days, the 
dosage is increased to 200 mg. t.i.d. The 
dosage for children-may be calculated on 
a basis of 5 mg. per lb. per day, with a 
maximum of 100 mg. t.i.d. on the first 
day, and 10 mg. per lb. on subsequent 
days, with a maximum of 200 mg. t.i.d. 

Treatment is given from five to fifteen 
days, depending upon the size and severi- 
ty of infection: Experience has shown 
that light and moderately heavy whip- 
worm infections usually are eliminated 
by five days of therapy, whereas ten or 
more days of treatment may be required 
to obtain parasite cure of patients with 
heavy infections eharacterized: by diar- 
rhea or dysentery. Since light infections 
with T. trichiura are asymptomatic, they 
do not require treatment. However, elim- 
ination of such infections may prevent 
the dissemination of the parasite and re- 
duce the hazard of reinfection from the 
individual’s environment. Stool exami- 
nations should be done two weeks after 
completion of treatment. 

Untoward reactions to dithiazanine 
which may be encountered at times include 
nausea, vomiting, abdominal cramping, an- 
orexia and diarrhea. These side-effects, 
which are not serious, are observed more 
frequently in children than in adults. 

Hematinics should be employed to aid 
in the correction of the microcytic hypo- 
chromic anemia when it is present in 
trichuriasis. 

Since ascarids and whipworms fre- 
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quently occur in the same host, dithiaza- 
nine iodide (Delvex, Telmid) is a suitable 
therapeutic for mixed infections with these 
two helminths as it has anthelmintic ac- 
tivity against both nematodes. 

Treatment for trichuriasis with hexyl- 
resorcinol retention enemas. An alter- 
nate and beneficial, though less practic- 
able, method of treating patients with 
clinical trichuriasis is the use of hexyl- 
resorcinol enemas (a 0.2 per cent aqueous 
suspension of hexylresorcinol). The pro- 
cedure for administration is as follows: 

1. Cleanse the bowel with saline ene- 
mas prior to treatment. 

2. Coat the buttocks, thighs, perineum 
and lower back liberally with petroleum 
jelly to protect the skin from burning by 
the expelled enemata. 

3. Introduce a 22 caliber rubber cathe- 
ter into the rectum about 15 cm. or more. 

4. Instill 400 to 500 ml. of the hexyl- 
resorcinol suspension slowly. 

5. Retention may be facilitated by 
leaving the catheter inserted and clamp- 
ing the free end or by holding the but- 
tocks together. The hexylresorcinol sus- 
pension should be expelled after retention 
for one-half hour. If necessary, a small 
saline enema may be given to initiate ex- 
pulsion of the suspension. 

6. Retention enemas may be repeated 
at four day intervals for a total of three 
or four times, if necessary, as indicated 
by sigmoidoscopic visualization of residu- 
al worms in the lower bowel and by the 
consistency of the stool. 


Enterobiasis 

Bionomics and clinical characteristics. 
Despite the fact that Enterobius vermicu- 
laris, the pinworm, seldom is the cause 
of serious illness, enterobiasis frequently 
provides clinical, epidemiologic and thera- 
peutic problems. The macroscopic female 
worms measure from 8 to 12 mm. in 
length. The male is only 2 to 5 mm. long 
and is seldom observed. The adult worms 
reside in the cecum, appendix and adja- 
cent portions of the ileum and the large 
intestine. They are essentially lumen 
dwellers; only occasionally are they ob- 
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served in the intestinal wall. The gravid 
females migrate from the intestine to the 
perianal and perineal areas where their 
eggs may be deposited or liberated by dry- 
ing or by rupture of the worms during 
scratching to relieve the associated pruri- 
tus. The eggs become infective within a 
few hours. After ingestion of eggs, the 
larvae emerge and develop to maturity 
within the bowel without the necessity of 
a circulatory phase in their life cycle. 
Worm migration occurs from fifteen to 
twenty-eight days after intake of in- 
fective eggs. The handling of infested 
night clothing, sheets, and bathroom fix- 
tures may result in eggs reaching the 
mouth and producing infection or rein- 
fection. Since thousands of eggs may be 
liberated in the anal and perianal regions, 
a common mode of reinfection is from 
anus to mouth by contaminated fingers. 
Another method of transmission is by 
means of airborne eggs dislodged from 
shaken sheets or night clothes. Entero- 
biasis often is a familial infection. 

The most common manifestation of pin- 
worm infection is anal pruritus. Local 
symptoms during worm migration vary 
from mild tickling to acute pain. Excori- 
ation and infection of the perianal area 
may result from scratching. The pruritus 
may cause disturbed sleep which results 
in irritability. Anorexia, restlessness, and 
insomnia are common in cases of severe 
involvement. There may be changes in 
behavior attitudes with inattention and 
lack of cooperation. Since the female 
worms at time migrate to the vagina, a 
vulvovaginitis may be associated with en- 
terobiasis. Pinworm infection is not a 
common cause of appendicitis. 

Diagnosis of enterobiasis is made pri- 
marily by microscopic demonstration of 
the typical eggs in cellulose adhesive tape 
preparations obtained by applying the 
tape to the anal and perineal areas in the 
morning before bathing or defecation. 
For practical purposes, examination of 
three such scotch tape preparations made 
on consecutive or alternate mornings is 
sufficient to demonstrate a large percent- 
age of infections. Stool examination is of 
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little value for the diagnosis of pinworm 
infection. 

Treatment for enterobiasis. Piperazine 
citrate, in syrup form (e.g., Syrup of 
Antepar), is the drug of choice for ther- 
apy for pinworm infection. The recom- 
mended treatment schedule is 30 mg. of 
piperazine citrate (hexahydrate equiva- 
lent) per lb. of body weight, with a maxi- 
mum of 2 gm. a day, given in a single 
daily dose for six consecutive days. This 
regimen provides a cure rate of about 95 
per cent. Piperazine citrate is discussed 
in greater detail under ascariasis. 

Dithiazanine iodide (Delvex, Telmid) 
is another effective therapeutic for enter- 
obiasis. The dosage for adults is 100 mg. 
t.i.d. two hours after meals for five days. 
The dosage for children is 5 mg. per lb. 
per day, in divided doses, for five days; 
children above 60 lbs. receive adult doses. 

Owing to the short prepatent period of 
two to four weeks, the relatively high 
rate of cure, the possibilities of reinfec- 
tion or autoinfection, and the time and 
expense required for examination of sev- 
eral scotch tape swabs, post-treatment 
therapeutic evaluation for enterobiasis of- 
ten is not justifiable or practicable. 

Since pinworm infection frequently is 
a familial problem, it is sometimes desir- 
able to treat the entire family, particu- 
larly if more than one member is known 
to be infected. The above short thera- 
peutic schedule with piperazine renders 
familial treatment more economical as 
compared to fourteen day regimens. 

Infestation of the household often re- 
sults in reinfection. Some of the more 
valuable prophylactic measures which may 
be recommended, if time permits their em- 
ployment, are described below. Sleeping 
clothes and sheets (folded without shak- 
ing), underwear, towels, and wash cloths, 
may be soaked in ammonia water (one cup 
of household ammonia in five gallons of 
cold water) for one hour or boiled before 
being laundered. Children may be given 
a shower bath or stand-up bath daily, 
preferably in the morning, with thorough 
washing and rinsing of the perianal area 
and genitalia. Both of the above measures 
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are of particular value during the first 
few days of treatment. Bathroom fix- 
tures and toilet seat may be cleansed 
daily. Rugs should be vacuum cleaned 
once a day. The fingernails should be 
kept short. Children should be required 
to wash their hands before meals and 
after toilet and to keep their fingers from 
the mouth. Metal toys may be sterilized 
in a hot oven, while similar plastic articles 
may be soaked in the dilute ammonia so- 
lution. 


Hookworm Infections 


Bionomics and clinical characteristics. 
The site of predilection of adult hook- 
worms (Necator americanus and Ancylo- 
stoma duodenale) is the small intestine 
where they are attached to the mucosa. 
Blood from the villi is pumped through 
the intestine of the hookworms. The blood 
loss by the parasitized host may under 
certain conditions, cause a microcytic hy- 
pochromic anemia. The clinical manifes- 
tations and physical findings in cases of 
severe hookworm disease originate in a 
large measure from anemia. Complaint 
of abdominal pain and a history of 
“ground itch” also are salient features of 
hookworm infections. Hookworm eggs ap- 
pear in stools of infected persons. Under 
favorable environmental conditions, infec- 
tive larvae may develop in soil contami- 
nated with excreta from such individuals. 
The infection is acquired by contact with 
soil. The larvae penetrate the skin, enter 
the circulatory system, reach the lungs, 
erupt into the alveoli, ascend the respira- 
tory tract and ultimately arrive in the 
small intestine where they attach and ma- 
ture into adult worms. These nematodes 
are cylindrical in shape and measure 
about 10 mm. in length. Eggs appear in 
the stool five or more weeks after invasion 
of the host by the larvae. The proper 
disposal of excreta by children and adults 
and the wearing of shoes to prevent con- 
tact with infested soil are important pre- 
ventive measures. An adequate balanced 
diet containing sufficient iron to compen- 
sate for blood loss will prevent or reduce 
clinical manifestations. 
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Treatment for hookworm infections. 
Necator americanus, the intestinal hook- 
worm of man in the United States, and 
Ancylostoma duodenale may be treated 
either with tetrachloroethylene or with a 
recently introduced drug, bephenium hy- 
droxynaphthoate (Alcopara, Alcopar). 


Tetrachloroethylene. This anthelmin- 
tic is administered in soft gelatin capsules. 
For many years it has been considered 
the drug of choice for the treatment for 
hookworm infections, provided the pa- 
tients do not also have ascariasis. Omis- 
sion of saline purgation and increase in 
dosage of tetrachloroethylene have result- 
ed in more simple therapy, greater effi- 
cacy in removal of hookworms and less 
reaction to treatment in anemic patients. 


Administration of tetrachloroethylene. 

1. A light meal is taken the night be- 
fore treatment. 

2. Breakfast is withheld on the day of 
medication. 

3. The tetrachloroethylene is adminis- 
tered as a single dose of 0.05 ml. per lb. of 
body weight, with a maximum of 5 ml. 

4. No cathartic is given before or after 
therapy. 

5. Stool examination should be done 
one week after therapy. 

6. Treatment may be repeated once or 
twice at weekly intervals, if necessary. 

Therapy with tetrachloroethylene re- 
duces the worm burden by 90 or more per 
cent. Two or more treatments may be 
required to obtain complete removal of 
the worms. Therapy should not be re- 
peated excessively in an attempt to elimi- 
nate the few remaining worms. If hook- 
worm eggs are demonstrable in direct 
fecal smears either before or after ther- 
apy, treatment or retreatment may be 
indicated or desirable. When eggs are 
not detected in a direct smear and are 
found in small numbers by a concentra- 
tion technique only, treatment or retreat- 
ment may not be justified. 

Vertigo, headache, a burning sensation 
in the stomach, abdominal cramps, nausea 
and vomiting sometimes occur following 
the use of tetrachloroethylene. 
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In mixed infections with hookworm and 
A. lumbricoides, the latter may be re- 
moved with piperazine prior to use of 
tetrachloroethylene, which may stimulate 
migration of ascarids. However, bephen- 
ium hydroxynaphthoate may be employed 
to treat for both helminthiases simultane- 
ously. 

Bephenium hydroxynaphthoate (Alco- 
para, Alcopar). The introduction of this 
anthelmintic provides an alternate thera- 
peutic to tetrachloroethylene for treat- 
ment for hookworm infections and, as in- 
dicated above, it is suitable for use when 
mixed infections of hookworm and A. lum- 
bricoides are present. 

Administration of Bephenium hydroxy- 
naphthoate. 

1. The standard dosage, regardless of 
weight, is 5 gm. of the hydroxynaphthoate 
salt of bephenium which contains 2.5 gm. 
of the bephenium base. 

2. Dissolve the dispersible granules of 
the drug in one-half glass of water. Take 
orally as a single dose in the morning on 
an empty stomach. 

3. No food is permitted for at least 
two hours. 

4. No purgation should be employed. 
It is unnecessary and removes the drug 
before the full anthelmintic effect is ex- 
erted. 

For mass treatment for hookworm in- 
fection a single dose of 5 gm. of Alcopara 
has been recommended. For hospitalized 
patients, particularly when diarrhea is 
present, more effective results may be 
obtained with three doses each of 5 gm. 
given in one day, or with a daily dose of 
5 gm. for four to seven days. 

Side-effects from bephenium therapy 
include loose stools and borborygmi. 

Hookworm anemia. An essential part 
of treatment for hookworm disease, i.e., 
hookworm infection and anemia, is ther- 
apy directed toward restoration of nor- 
mal blood values. Administration of fer- 
rous sulfate and, in cases of extreme ane- 
mia, transfusions with whole blood or 
packed red corpuscles may be indicated. 
In view of the frequent association of 
anemia, hypoproteinemia and malnutri- 
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tion with hookworm disease, improvement 
or correction of the diet also is often in- 
dicated. 


Strongyloidiasis 

Bionomics and clinical characteristics. 
The minute parasitic adult female Stron- 
gyloides stercoralis (about 2 mm. in 
length) may be imbedded in the mucosa 
of the small intestine, especially in the 
duodenum. The presence of the infection 
in some individuals may elicit a tissue 
reaction associated with clinical, and 
sometimes radiographic, evidence of a 
duodenitis. Frequent symptoms and find- 
ings in clinical cases of strongyloidiasis 
are pain in the epigastrium, nausea, vom- 
iting, anorexia, weight loss, weakness, di- 
arrhea and urticaria. The manifestations 
may recur frequently. These recurrences 
of symptoms possibly are associated with 
internal or external autoinfection. Stron- 
gyloidiasis initially is acquired by the in- 
vasion of the skin by infective filariform 
larvae from infested soil. The prepatent 
period for human strongyloidiasis is about 
one month. In this helminthic infection, 
noninfective rhabditiform larvae usually 
are passed in the stool. At times these 
larvae may develop into the filariform 
stage in the large intestine or in the per- 
ineal region and reinvade the same host. 
Thus, reinfection may occur repeatedly 
and frequently. Strongyloidiasis, through 
these mechanisms, i.e., internal autoin- 
fection and external or perianal autoin- 
fection, may persist for decades in the 
same host. Prevention of infection re- 
quires essentially the same measures as 
for hookworm, except for autoinfection. 

Treatment for strongyloidiasis. The 
introduction of dithiazanine iodide (Del- 
vex, Telmid) has provided the first ef- 
fective therapeutic for strongyloidiasis. 
Initially a regimen of 200 mg. t.i.d. for 
twenty-one days for adults was employed. 
Recent experience indicates that for 
adults a dosage of 100 mg. of dithiazanine 
iodide t.i.d. two hours after meals for 
twenty-one days provides equivalent ther- 
apeutic results, and, at present is the rec- 
ommended schedule. A fourteen day regi- 
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men is curative in many cases. The dos- 
age for children is 5 mg. per lb. per day 
in divided doses; those above 60 lbs. re- 
ceive adult doses. 


The therapeutic efficacy for strongy- 
loidiasis in adults, based upon examina- 
tion of extensive series of stools and nu- 
merous duodenal drainage specimens, has 
been established as 90 per cent or higher. 
Side-effects from the drug during treat- 
ment for strongyloidiasis, even in the 
presence of duodenitis from the infection, 
have been minimal. This anthelmintic is 
discussed in greater detail under trichuri- 
asis. 

Stools should be examined two weeks 
after completion of a course of dithiaza- 
nine and then once monthly for three 
months. Examination of large numbers 
of stools and of duodenal drainage fluid 
usually is not practicable. If retreatment 
is necessary, the twenty-one day regimen 
at a dosage level of 100 mg. t.i.d. may be 
employed. 


Tapeworm Infections 

Bionomics and clinical characteristics. 
Tapeworms are hermaphroditic, segment- 
ed flatworms consisting of a small scolex 
(“head”), a “neck”, and a variable num- 
ber of proglottids (“segments”) which 
carry out the nutritional, excretory and 
reproductive functions. The proglottids 
are regenerated from the scolex and neck; 
therefore, effective anthelmintic therapy 
must result in the elimination of the 
scolex. The cestodes which parasitize the 
intestine of man vary in size from about 
40 mm. (e.g., Hymenolepis nana) to over 
20 meters (e.g., Diphyllobothrium latum). 
Taenia saginata, the beef tapeworm, in- 
fects man when undercooked beef, con- 
taining the larval forms, is ingested. The 
scolex is attached to the small intestine 
and the chain of segments may have a 
length of over 10 meters. Eggs deposited 
in the soil infect cattle and the larvae 
(cysticerci) develop in the muscles and 
other tissues of the intermediate host. 
Infections with Taenia solium are acquired 
by eating undercooked pork containing 
the larvae of the parasite. Taeniasis may 
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be associated with abdominal pain, weight 
loss, diarrhea and weakness. Eggs of 
T. soliwum may reach the upper intestinal 
tract either by ingestion or regurgitation. 
After digestion of the eggs, the liberated 
larvae may be carried via the circulation 
to various tissues, such as the muscles, 
brain and eye; thus, producing cysticerco- 
sis. The latter is not susceptible to chemo- 
therapy by any known anthelmintic agent. 
Diphyllobothrium latum is_ introduced 
by the ingestion of poorly cooked fish 
containing the larvae. It has been known 
for a long time that some infections by 
D. latum are associated with a megalo- 
blastic anemia. Elimination of the para- 
site by anthelmintic therapy results in a 
rapid return of the blood picture to nor- 
mal and a permanent remission. In con- 
trast to other cestodes, D. latwm assimi- 
lates large amounts of vitamin Biz and 
the concentration of this vitamin in D. 
latum is 50 times higher than that in 
Taenia saginata. Hymenolepis nana, the 
dwarf tapeworm, can develop entirely in 
man and does not require an intermediate 
host. The egg passed in the stool is the 
infective stage. The adult worm is at- 
tached to the mucosa of the small intes- 
tine. Abdominal pain and diarrhea have 
been ascribed to this infection. 

Treatment for infection with the large 
tapeworms. Elimination of the large ces- 
todes, T. saginata, T. solium and D. latum 
may be accomplished by use of quinacrine 
hydrochloride (Atabrine) , 

Administration of Atrabine. 

1. The diet on the day before treat- 
ment should be bland or liquid. 

2. A saline purge is given in the after- 
noon on the day prior to treatment. This 
provides a guide to the patient’s require- 
ments for active purgation and removes 
the roughage from the bowel. 

3. No food is permitted on the morning 
of treatment until a bowel movement is 
obtained after therapy. 

4. On the morning of treatment a sa- 
line cleansing enema is given. ; 

5. One hour after the enema, two 0.1 
gm. tablets of quinacrine hydrochloride 
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(Atabrine) are taken every five minutes 
with a little water until the total dosage, 
1 gm. for adults, is consumed. The dosage 
is reduced for smaller persons and chil- 
dren, according to size and age. If the 
tablets of quinacrine are vomited, the lost 
dosage may be repeated after the vomiting 
has ceased. The addition of sodium bi- 
carbonate to the water taken with the 
drug may obviate or minimize the nausea 
and vomiting in patients who do not tol- 
erate quinacrine very well. 

6. Two to four hours after administra- 
tion of the drug, the purge is repeated. 
It is important that the post-treatment 
purgative should be sufficient to cause a 
copious evacuation. The desired dosage 
can usually be determined on the basis of 
results of the cathartic given on the day 
prior to treatment. Vigorous purgation 
in children should be avoided. 


All stools passed within 24 hours should 
be examined carefully for the minute sco- 
lex. Inability to demonstrate the scolex 
is not necessarily an indication of failure 
of treatment. Repetition of therapy is not 
indicated until evidence of infection, such 
as proglottids or eggs in the stool, reap- 
pears, which may require several weeks 
in case the treatment was unsuccessful. 
If only a small portion of the tapeworm is 
passed, stool examinations may be made 
at weekly intervals in an effort to demon- 
strate eggs of the tapeworms. In case of 
complete failure of the treatment, as- 
suming that the diagnosis of tapeworm 
infection is correct, treatment may be 
repeated safely after an interval of one 
week. 


Treatment for Hymenolepis nana infec- 
tion with hexylresorcinol. Therapy for 
dwarf tapeworm infection is not entire- 
ly satisfactory. Hexylresorcinol (‘Crys- 
toids’ Anthelmintic) is the preferred ther- 
apeutic. 

Administration of hexylresorcinol 
(‘Crystoids’ Anthelmintic). 

1. A light meal consisting of soft foods 
should .be taken the evening before treat- 
ment. 


2. The drug, ‘Crystoids’ Anthelmintic, 
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is administered the following morning on 
an empty stomach. The dosage is 0.1 gm. 
per year of age, with a minimum of 0.4 
gm. and a maximum of 1 gm. The hard 
gelatin-coated pills must be swallowed in- 
tact to prevent damage to the buccal mu- 
cosa. The pills must not be crushed or 
chewed. The mouths of children should 
be inspected carefully to make certain 
that the pills have not been retained be- 
tween the cheek and teeth or under the 
tongue. 


3. No food is permitted for at least 
four hours. 


4. A saline purge is given twenty-four 
hours after treatment. A mild laxative 
is adequate for children. 


The treatment may be repeated once, 
after an interval of one or two weeks, 
if necessary. If the infection persists and 
numerous eggs are demonstrable in direct 
fecal smears, treatment with Atabrine 
according to the procedure described for 
infections with the large tapeworms may 
be employed. 


Treatment for Mixed Infections with 
Common Intestinal Nematodes 

Mixed or multiple intestinal nematode 
infections occur commonly in tropical and 
subtropical areas and pose a problem of 
selection of appropriate therapeutics. An 
outline of the drug or drugs which may 
be employed when various combinations 
of intestinal nematodiases are encountered 
is presented in Table 2. The therapeutic 
usefulness of a broad spectrum anthel- 
mintic (dithiazanine iodide) or of com- 
pounds with anthelmintic activity against 
at least two common intestinal round- 
worms of man (bephenium hydroxynaph- 
thoate, piperazine salts) in such cases is 
evident. 

The indications for use of dithiazanine 
iodide (Delvex, Telmid) are summarized 
more simply in Table 3. 


Summary 
The demonstrations of the anthelmin- 
tic activity of piperazine,dithiazanine and 
bephenium compounds have been the ma- 
jor recent developments in the field of 
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(10) Hookworm and 
strongyloidiasis 


Tetrachloroethylene 
or bephenium fol- 














TABLE 2 
TREATMENT FOR MIXED INFECTIONS WITH INTESTINAL 
NEMATODES 

Infections Drugs 

(1) Trichuriasis, ascariasis, Dithiazanine 
strongyloidiasis and 
enterobiasis 

(2) Trichuriasis, ascariasis Dithiazanine 
and strongyloidiasis 

(3) Trichuriasis and Dithiazanine 
ascariasis, with or 
without enterobiasis 

(4) Strongyloidiasis and Dithiazanine 
trichuriasis, with or 
without enterobiasis 

(5) Strongyloidiasis and Dithiazanine 
ascariasis, with or 
without enterobiasis 

(6) Enterobiasis with Dithiazanine 


either trichuriasis or 
strongyloidiasis 

(7) Ascariasis and 
enterobiasis 


(8) Hookworm and 
ascariasis 


(9) Hookworm, ascariasis, 
trichuriasis, strongy- 
loidiasas, with or 
without enterobiasis 


Piperazine citrate 
Bephenium 


(A) Dithiazanine (14 
or 21 days) followed 
by tetrachloroethy- 
lene or bephenium; 
or 

(B) Bephenium fol- 
lowed by dithiaza- 
nine (14 or 21 

days) ; or 

(C) Diathiazanine 
(300 to 600 mg.) 
and tetrachloroethy- 
lene 1 ml. (child) or 2 
ml. (adult) on three 
alternate days; ex- 
tend dithiazanine 
therapy for eradica- 
tion of the strongy- 
loidiasis 
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lowed by dithiaza- 
nine (14 or 21 days) 
Tetrachloroethylene 
or bephenium fol- 
lowed by dithiaza- 
nine (5 or more 
days) 
Tetrachloroethylene 
or bephenium fol- 
lowed by piperazine 
citrate 


(11) Hookworm and 
trichuriasis 


(12) Hookworm and 
enterobiasis 





TABLE 3 
INDICATIONS FOR USE OF DITHIAZANINE IODIDE 








(1) Trichuriasis (whipworm infection) 

(2) Strongyloidiasis 

(3) Trichuriasis and ascariasis 

(4) Other mixed infections with intestinal nema- 
todes when either trichuriasis or strongy- 
loidiasis is present 





anthelmintics for intestinal helminthiases. 
Piperazine is an effective agent for treat- 
ment for ascariasis and enterobiasis. Di- 
thiazanine iodide provides for the first 
time an effective oral therapeutic for tri- 
churiasis and for strongyloidiasis. The 
demonstration of the effective broad spec- 
trum anthelmintic activity of dithiazanine 
iodide permits the treatment of persons 
having multiple infections with common 
intestinal nematodes with a single drug. 
The polyvermicidal effect of dithiazanine 
is significant since mixed infections with 
intestinal roundworms occur frequently 
in subtropical and tropical areas. Finally, 
the introduction of bephenium hydroxy- 
naphthoate provides an alternate drug to 
tetrachloroethylene for therapy for hook- 
worm infection and a therapeutic for 
mixed hookworm and Ascaris infections. 
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Editorial 


The Present Situation in the Treatment of Diabetes 


Diabetes is increasing in importance 
in relationship to other diseases. There 
are three million diabetics in this country. 
Only one-half of these are known to them- 
selves and their physicians. One in each 
four persons is genetically a carrier. Dia- 
betes is eighth in the causes of death. 
Five million persons now living will de- 
velop diabetes. Twenty-two per cent of 
the close relatives of diabetics have the 
condition without knowing it. 

Investigations show that the disease 
may produce degenerative changes in var- 
ious organs before the clinical picture is 
manifested. Medical advances have added 
to life expectancy. This has allowed an 
increasing number of persons to live to 
an age of increased susceptibility. The 
result is that nearly every physician needs 
to be concerned with diabetes and its 
treatment. It is a condition which the 
patient views with alarm and accepts with 
despair, for many reasons: The restric- 
tions are distasteful; the need for medica- 
tion by needle objectionable; and the pos- 
sibility of coma or insulin reaction pro- 
duces a continuous but subliminal fear. 
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Many patients become discouraged by the 
monotony of the regime, and others by 
their inability to meet their own, or the 
doctor’s standards of control. On the 
other hand, the physician may approach 
the problem of caring for the diabetic 
reluctantly, and possibly, with good cause. 
He may not be equipped with the exact 
knowledge or experience in a fast moving 
field, which would enable him to stabilize 
the tripod of calories, insulin, and exer- 
cise. He may be weary of frustration in 
his attempts to balance the unstable dia- 
betic. He may become more weary of 
meeting the emotional problems of the 
patient’s depressive reaction in this pa- 
rade of events. 

However, prospects of an encourag- 
ing nature are found in recent develop- 
ments in this situation. Investigation is 


. more active in diabetes than at any pre- 


vious time. This has been stimulated in 
part by the experimental and clinical use 
of oral hypoglycemic agents. Research 
here has continued for decades, and three 
chemicals have become clinically avail- 
able in the past two years in this country. 


















EDITORIAL 


The anticipation is that these may materi- 
ally improve the comfort and stability of 
many diabetics. Two other substances 
have been tried and withdrawn, though 
they are still in use in Europe. 

Tolbutamiade (Orinase) has been used 
here about two years. It is a sulfonylurea 
compound and is related to the sulfanila- 
mide group but is said not to be a deriva- 
tive of nor a sulfonamide. It is stated 
that the NH: group is replaced in the 
alpha position of the benzene ring of 
sulfanilamide by a methyl group. Tolbu- 
tamide will lower blood sugar in normals 
and in diabetics. It has been found effec- 
tive in a selected group of stable diabetics. 
These patients are usually past 40. The 
drug may be beneficial in some patients 
under 30, who are taking less than 30 
units of insulin per day. Tolbutamide is 
relatively nontoxic, but disturbing side 
effects may appear in about 3 per cent. 
Some instances of blood dyscrasies have 
been reported. It is estimated that four 
hundred thousand diabetics are using Tol- 
butamide now, either to supplement in- 
sulin or without the need of insulin. 

The method of action is thought to be 
stimulation without exhaustion or destruc- 
tion of the beta cells of the islands of 
Langerhans. It does not lower blood sugar 
in the absence of the pancreas. In a re- 
port on 9,168 patients, Tolbutamide pro- 
duced a satisfactory response in 59 per 
cent, who had been on insulin; and on 76 
to 79 per cent among those who had not 
been using it. 

Chlorpropamide (Diabinase) is another 
sulfonylurea drug available for the dia- 
betic. Its mode of action is similar to 
Tolbutamide. It is quickly absorbed and 
slowly excreted, and has a half-life six 
times greater than that of Tolbutamide. 
It is effective in some patients in whom 
Tolbutamide was not. It is relatively non- 
toxic, but side effects may be disturbing. 
These are nausea, anorexia, dizziness, and 
muscle weakness. The toxic effects are 
skin rashes, minor depression of the white 
cells, platelets, and jaundice, the latter 
may be alarming. These toxic effects in 
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cases reported have disappeared on cessa- 
tion of its use. 

The third preparation is phenyl-ethyl- 
biguanide (DBI). It is in a different se- 
ries of chemicals from the other two, has 
little influence on the blood sugar levels 
of nondiabetic persons, and its mode of 
action is a matter of conjecture. It was 
found to be effective alone, or with a re- 
duced amount of insulin, in 62 per cent 
of an unselected group of diabetics. No 
organ toxicity has been reported. How- 
ever, in 26 per cent of a certain series of 
patients it had to be discontinued because 
of gastrointestinal side effects. 

The place of these three oral hypogly- 
cemic agents in diabetes will become ap- 
parent in the massive clinical trial now 
in process. The points of special concern 
are the control of side effects, prevention 
of organic toxicity, and the ultimate ac- 
tion on the human body over months and 
years. 

The benefits in the management of dia~ 
betes will come in two groups: The mild 
diabetic, whose condition is not controlled 
by diet and is uncomplicated, has better 
than a 50 per cent chance to avoid insulin. 
The more serious diabetic state can be 
improved by supplementing the usual re- 
gime and the insulin with whatever prep- 
aration is ultimately found to be most 
dependable. By such means, greater sta- 
bility of blood sugar, and consequent se- 
curity of management will come to pass. 
The distressing swing from hyperglyce- 
mia to hypoglycemia can be avoided. Such 
an accomplishment will mean a profound 
relief to patient and physician. 

These preparations, in general, are to 
be avoided in juvenile diabetics. They are 
not to be depended upon exclusively in 
the treatment of very unstable diabetics 
or during complications. They are not to 
replace careful adherence to diet. It is 
apparent, at this time, that diet and sys- 
tematic management are still the funda- 
mentals of the treatment of diabetes. To 
these should be added, when indicated, 
insulin or the oral hypoglycemic drugs, 
or both. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


INCOME DIVISION OF PARTNERS 

The Judicial Council of the American Medical 
Association in 1947 advised the House of Dele- 
gates that the Principles of Medical Ethics also 
applied to group practice and partnerships, as 
well as to individual physicians. As we all know, 
the principles of ethics as applied to private 
practice forbids the splitting of fees under 
any and all conditions. This rule also applies 
to group practice. Any number of doctors form- 
ing a group for the practice of medicine must 
not divide their income in dollars and cents 
equally but in accordance with the particular 
income services earned by each member of the 
group or partnership. This ruling caused many 
physicians to question the ethics of a partner- 
ship arrangement between an old and young 
physician in a 50-50 split of income. This was 
considered by the Council as unethical for the 
reason that the young man would not earn or 
be entitled to 50 per cent of the income for 
possibly many years. 

To dispel the doubts in the minds of many 
practitioners on this subject, the Judicial Coun- 
cil of the A.M.A. has recently clarified its state- 
ment in regard to this matter. The partners 
must divide their income in accordance with the 
value of the total services contributed by each 
partner or member of the group. The young 
physician member of the firm may, by making 
emergency night calls, et cetera, contribute 
overall services equal to or greater than the 
older doctor, and although he does not con- 
tribute 50 per cent of the income in dollars and 
cents, he would be entitled to a 50-50 split of 
the income proportionate to total services ren- 
dered by each partner. 


EARLY SURVEY RESULTS SHOW 
LOUISIANA DOCTORS GENEROUS GROUP 

Early results of the Louisiana State Medical 
Society’s survey of medical and non-medical ser- 
vices rendered by its members show, with very 
few exceptions, Louisiana doctors contribute 
scores of thousands of hours of free medical 
care worth millions of dollars, and make gener- 
ous cash contributions to charity. 

Almost 20 per cent (459 doctors or 19.3 pei 
cent) of the Society’s active membership of 
2,373, responded to the survey. This is a good 
response when one considers that in surveys of 
the type used in political forecasting and the 
guaging of public opinion, results are based on 
sampling of less than 2 per cent of the popula- 


tion. A 20 per cent sampling provides the basis 
for a very accurate picture of Louisiana physi- 
cians’ contributions. 

Although 459 doctors participated in the sur- 
vey, the total was not used in compiling the 
answers to each question. The reason for this 
is that some doctors who sent in replies were 
retired, not in private practice, teaching full- 
time, salaried, or the data was obviously too far 
out-of-line to be considered accurate. One or 
two practical jokers sent in cards with obviously 
fictitious answers. Therefore, the number re- 
sponding fluctuates for each answer and the 
percentage of those participating in the survey 
varies from question to question. 

In answer to the first question concerning 
the number of hours of free medical service 
rendered, the response was as follows: 


Number Percentage of Total 
Replying Membership Hours 
435 18.33% 103,063 


Average Hours Pei 
Year Per Doctor 
236.92 
Thirty-five doctors reported rendering over 
500 hours of free medical service per year. A 
breakdown of the “highs’’ shows: 


Number Number Percentage 
of Hours of Doctors of Replies 
500-600 17 3.9% 
601-700 11 2.5% 
Over-700 7 1.6% 


There were 48 doctors in the “low” group, 
those reporting giving less than 75 hours of free 
medical service per year. The figures on this 
group are: 


Number Number Percentage 
of Hours of Doctors of Replies 
4-24 9 2.0% 
25-49 11 2.5% 
50-75 28 6.4% 


Using the average figure 236.92 hours of free 
medical service per doctor and assuming that 
this is representative of our “average doctor’’, 
members of the Society contribute, in the course 
of a year, 562,221 hours of free medical service. 

Further results of the survey are now being 
compiled and will be published in the next issue 
of the Journal. 


FOUR CHIROPRACTORS RUNNING FOR 
LEGISLATURE 
According to a report from our legislative 
representative, Mr. Percy Landry, four chiro- 
practors will be candidates for the Legislature 
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in the December elections. Chiropractors are 
running for the House of Representatives in 
Lafayette, Rapides, Beauregard and Avoyelles 
Parishes. Physicians in these parishes should 
take an active part in the election and work to 


MEDICAL NEW 


see that representatives favorably disposed to 
the medical profession are elected. Situations 
such as this point out the importance of having 
more physicians as candidates for the Legisla- 
ture. 





CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 
Society Date Place 
Ascension Third Tuesday of every month 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 
every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY, INC. 

The next scheduled examination (Part 1), 
written, and review of case histories for all 
candidates will be held in various cities of the 
United States, Canada, and military centers out- 
side the Continental United States, on Friday, 
January 15, 1960. Candidates must submit case 
reports to the office of the Secretary within 
thirty days of being notified of their eligibility 
to Part 1. 

Current Bulletins may be obtained by writing 
to: 

Robert L. Faulkner, M. D. 
Executive Secretary and Treasurer 
2105 Adelbert Road 

Cleveland 6, Ohio 


UNIVERSITY OF TEXAS POSTGRADUATE 
SCHOOL OF MEDICINE 

The University of Texas Postgraduate School 
of Medicine announces that PAUL WOOD, 
O. B. E., M. D. (Melbourne), F. R. C. P. (Lon- 
don) is the James J. and Una Truitt Lecturer 
for the year 1959. 

Dr. Wood is Director of the Institute of 
CARDIOLOGY, London; Physician, National 
Heart Hospital; and Physician in Charge of the 
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First Thursday of every month 


Cardiac Department, Brompton Hospital. 


The distinguished guest lecturer-from London, 
England, will present a course in cardiology at 
the Texas Medical Center, December 7 through 
11, 1959. 


For further information write: Office of the 
Dean, The University of Texas Postgraduate 
School of Medicine, 410 Jesse Jones Library 
Building, Texas Medical Center, Houston 25, 
Texas. 


1960 MEETINGS OF THE AMERICAN 
COLLEGE OF SURGEONS 

January 

Sectional Meeting, The Brown Hotel, Louis- 
ville, Kentucky, January 21, 22, 23. Dr. Rudolf 
J. Noer, Local Chairman. Address inquiries to: 
Dr. H. P. Saunders, 40 East Erie Street, Chicago 
11, Illinois. 
February 

Four-day Sectional Meeting for Surgeons and 
Nurses, The Statler Hilton (Surgeons Hdars.) 
and Sheraton-Plaza (Nurses Hdqrs.), Boston, 
Massachusetts, February 29, March 1, 2, 3. Dr. 
Claude E. Welch, Local Chairman. Dr. Anne 
Kibrick, Chairman, Nurses Program. Address 
inquiries to: Dr. H. P. Saunders, 40 East Erie 
Street, Chicago 11, Illinois. 
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March 

Sectional Meeting, The Broadmoor, Colorado 
Springs, Colorado, March 21, 22, 23. Dr. Edward 
H. Vincent, Local Chairman. Address inquiries 
to: Dr. H. P. Saunders, 40 East Erie Street, 
Chicago 11, Illinois. 

Sectional Meeting, Sheraton-Portland Hotel, 
Portland, Oregon, March 28, 29, 30. Dr. Millard 
S. Rosenblatt, Local Chairman. Address _in- 
quiries to: Dr. H. P. Saunders, 40 East Erie 
Street, Chicago 11, Illinois. 


April 

Sectional Meeting, Hotel Leamington, Minne- 
apolis, Minnesota, April 11, 12, 13. Dr. Horace 
G. Scott, Local Chairman. Address inquiries to: 
Dr. H. P. Saunders, 40 East Erie Street, Chicago 
11, Illinois. 

Sectional Meeting, Kahler Hotel, Rochester, 
Minnesota, April 14. Dr. Edward Starr Judd, Jr., 
and Dr. Joseph H. Pratt, Co-Chairman. Address 
inquiries to: Dr. H. P. Saunders, 40 East Brie 
Street, Chicago 11, Illinois. 


October 
1960 Clinical Congress, San Francisco, Cali- 
fornia. October 27 - November 1. 


NOVEMBER MEETING 
DIABETES ASSOCIATION OF LOUISIANA 

Dr. Frank Pickell, Baton Rouge, Louisiana, 
President of the Diabetes Association of Louisi- 
ana, has announced plans for a meeting of this 
society and scientific program to be held No- 
vember 7, 1959. 

The scientific program will consist of a panel 
discussion on oral hypoglycemic agents. The 
discussors will be Dr. Joseph Dingman, New 
Orleans, moderator; Dr. A. A. Herold, Jr., 
Shreveport; Dr. Douglas Gordon, Baton Rouge; 
and Dr. Daniel W. Hayes, New Orleans. Another 
paper will be presented on steroid diabetes by 
Dr. F. Gilbert McMahon, New Orleans. Another 
speaker will be Dr. Sol Stern of New Orleans 
whose subject will be announced later. 

The Diabetes Association of Louisiana is an 
affiliate of the American Diabetes Association. 
The meeting is open to any practicing physician 
in the state of Louisiana and all are cordially 
invited to attend this meeting, which will be 
held at the Belmont Motel on the Airline bypass, 
Baton Rouge, Louisiana at 2 p.m. There will be 
no fee for attending this function. 

If there is any further information desired, 
please contact Dr. Frank Pickell, President or 
Daniel W. Hayes, Vice-President, Diabetes As- 
sociation of Louisiana. 


Daniel W. Hayes, M. D. 
Governor, State of Louisiana 
American Diabetes Association 


POSTGRADUATE COURSE 

APPLIED OPHTHALMIC PATHOLOGY 

The Department of Ophthalmology of the 
Emory University School of Medicine announces 
a postgraduate course in Applied Ophthalmic 
Pathology on December 3 and 4, 1959 at the 
Grady Memorial Hospital, Atlanta, Georgia. The 
guest lecturers will be Dr. Lorenz Zimmerman 
of the Armed Forces Institute of Pathology, 
Washington, D. C.; Dr. T. E. Sanders of Wash- 
ington University, St. Louis; Dr. J. A. C. Wads- 
worth of Columbia Presbyterian Medical Center, 
New York, and Dr. J. T. Godwin of Atlanta, 
Georgia. 





LOUISIANA FELLOWSHIPS 
AMERICAN COLLEGE OF SURGEONS 


Approximately 1,015 surgeons were inducted 
on October 2 as new Fellows of the American 
College of Surgeons in cap-and-gown ceremonies 
closing the annual five-day Clinical Congress of 
the world’s largest organization of surgeons. 
The A.C.S., founded in 1913 to establish stan- 
dards of competency and character for special- 
ists in surgery, has grown in 46 years’ time 
from a founding group of 450 to a total mem- 
bership of more than 23,250. 


Fellowship, entitling the recipient to the des- 
ignation, “F.A.C.S.,” following his name, is 
awarded to doctors who fulfill comprehensive 
requirements for acceptable medical education 
and advanced training as specialists in one or 
another of the branches of surgery, and who 
give evidence of good moral character and ethi- 
cal practice. 

Those receiving this distinction from the State 
of Louisiana at the 1959 Convocation are as 
follows: Alexandria, Robert P. Foster; New 
Orleans, Charles C. Abbott, George S. Ellis, 
Raeburn C. Llewellyn, M. Bert Myers, W. Ran- 
dolph Page, Paul G. Reyes; Shreveport, John C. 
Hardin, Jr., Joel W. Williamson. 





HENRY G. RUDNER, SR. AWARD IN 
GASTROENTEROLOGY 

The American College of Gastroenterology 
announced recently that the 1959 Henry G. 
Rudner, Sr. Award for the best unpublished 
paper on gastroenterology or an allied subject 
has been given to Dr. Martin E. Gordon of New 
Haven, Conn. 

Dr. Gordon, who is Assistant Clinical Profes- 
sor of Medicine at Yale University School of 
Medicine presented his paper “The Acute Ef- 
fects of Abdominal Paracentesis in Laennec’s 
Cirrhosis Upon Exchanges of Electrolytes and 
Water, Renal Function and Hemodynamics” on 
Monday morning, September 21, 1959, at the 
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24th Annual Meeting of the American College 
of Gastroenterology in Los Angeles, Calif. 

The award, consisting of a cash prize of 
$750.00, was presented to Dr. Gordon at the 
Annual Dinner-Dance of the College on Tuesday 
evening, September 22. 





DR. LAWSON PRESIDENT-ELECT 
SOUTHERN MEDICAL ASSOCIATION 


New Orleans, famed for its cuisine and glam- 
or, is also a city of distinguished medical men. 
One of its most outstanding is the president- 
elect of Southern Medical Association, Dr. Edwin 
Hugh Lawson, who will be installed in office 
at the conclusion of SMA’s 53rd annual meeting 
in Atlanta, November 16-19. He will succeed 
Dr. Milford O. Rouse, Dallas, Tex., now serving 
as president of the association. 


Dr. Lawson has a long list of medical distinc- 
tions. He is a past president of the Orleans 
Parish Medical Society, the Louisiana State Med- 
ical Society, the New Orleans Graduate Medical 
Assembly and the Louisiana Association of Path- 
ologists. 

He is also a member of the College of Path- 
ologists, the American Society of Clinical Path- 
ologists and the American Chemical Society. 
The distinguished physician is a Phi Beta Kappa 
and a member of Phi Chi Medical Fraternity. 
His college fraternity was SAE and locally he is 
a Rotarian and member of the Orleans Country 
Club. 

Although a native of Indiana, Dr. Lawson 
has an attachment of long standing to New Or- 
leans. It was there that he interned at Touro 
Infirmary and completed a residency in Path- 
ology. He became Pathologist and Director of 
the Department of Pathology at Southern Bap- 
tist Hospital in New Orleans in 1926—a posi- 
tion he still holds. He has been connected with 
Tulane University since his graduation and is 
now Director of Laboratories. 

Other New Orleans physicians who are active 
in Southern Medical Association affairs are Dr. 


oa 


Oo MOOK AS 


The Human Ear Canal; by Eldon T. Perry, M. D., 
Springfield, Illinois, Charles C Thomas, 1957, 
pp. 116, Price $4.75 
This text presents a dermatologist’s views on 

otitis externa. The sections on anatomy, physi- 

ology, microbiology, and cerumen are thorough. 

Some of the later sections, however, are somewhat 

too general. The chapter on “The Clinical Picture 

of External Otitis” omits such entities as diffuse 
external otitis due to gram negative bacteria. 
There is an interesting and helpful tabulation 
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M. M. Hattaway, member of the Councilors 
(association governing body;) Section Secre- 
taries Drs. George E. Welch, Gastroenterology; 
Dr. A. N. Houston, Industrial Medicine and 
Surgery; Mercer G. Lynch, Ophthalmology and 
Otolaryngology; Solomon Winkour, Physical 
Medicine and Rehabilitation; Patrick H. Hanley, 
Proctology; and Seymour Ochsner, Radiology. 

New Orleans has been honored by the selec- 
tion of four other of its prominent physicians 
to serve as presidents of Southern Medical Asso- 
ciation in past years. They were Dr. Isadore 
Dyer, 1911; Dr. Oscar Dowling, 1915; Dr. C. C. 
Bass, 1926; and Dr. Lucien A. LeDoux, 1948. 

Southern Medical Association has held five 
of its annual meetings in New Orleans, the last 
in 1958. 





TWENTY-THIRD ANNUAL MEETING 
THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 


The twenty-third annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 7, 8, 9 and 10, 1960, headquarters at The 
Roosevelt Hotel. 

Nineteen outstanding guest speakers will par- 
ticipate and their presentations will be of inter- 
est to both specialists and general practitioners. 
The program will include fifty-six informative 
discussions on many topics of current medical 
interest, in addition to clinicopathologic confer- 
ences, symposia, medical motion pictures, round- 
table luncheons and technical exhibits. 

Following the meeting in New Orleans, ar- 
rangements have been made for a ‘clinical cruise 
on the M/S Franca “C” to the West Indies, 
leaving from Port Everglades, Florida, on Sat- 
urday, March 12. The itinerary includes visits 
to Puerto Rico, Virgin Islands, Martinique, Bar- 
bados, Trinidad, Curacao and Haiti, returning 
to Florida on Friday, March 25. 

Details of the New Orleans meeting and the 
cruise are available at the office of the Assem- 
bly, Room 103, 1430 Tulane Avenue, New Or- 
leans 12, Louisiana. 





in Chapter 8 on biopsy as a diagnostic aid in 
evaluation of difficult cases of external otitis. 
L. J. RUTLEDGE, M. D. 





Diseases of the External Ear; by Ben H. Sen- 
turia, Springfield, Illinois, Charles C Thomas, 
1957, pp. 211, price $8.50. 

It takes few words to describe this text. All 
sections are exceptionally clear and logical; it 
is well illustrated. Classification and therapy of 
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diseases of the external ear are especially good. 
Much of the investigative work done on this 
subject was done by the author. He is to be 
congratulated on an excellent, compact book. 
L. J. RUTLEDGE, M. D. 


Movement of the Heart and Blood in Animals; 
an Anatomical essay by William Harvey; trans- 
lated from the original Latin by Kenneth J. 
Franklin and now published for the Royal Col- 
lege of Physicians of London. Springfield, 
Illinois. Charles C Thomas Co., 1957. Pl. pp. 
209, Price $3.50. 

The distinguished English classicist and phy- 
siologist, Dr. Kenneth J. Franklin gives us a 
new and more precise translation from the origi- 
nal Latin of William Harvey’s epochmaking con- 
tribution De Motu Cordis (1628). The project 
has been sponsored by the Royal College of Phy- 
sicians of London and the appearance of this 
small and reasonably priced volume will be wel- 
comed by physiologists and medical historians 
alike. 

The book contains a reprinting of the Latin 
text as well as its careful and readable transla- 
tion into English and a colored plate of the por- 
trait of Harvey which hangs in the Royal College 
of Physicians. 

Local physicians will remember Dr. Franklin’s 
visit to New Orleans in 1951, when he was made 
Visiting Professor in Tulane University School 
of Medicine. He is internationally known for his 
studies on cardiovascular physiology and on the 
history of cardiology. 

MARY LOUISE MARSHALL 

May’s Manual of the Diseases of the Eye; by 
Chas. A. Perera (Ed.) 22d ed. Baltimore, 
Maryland, Williams & Wilkins Co., 1957, pp. 
518, Price $6.00. 

This small classic has been passed through 
sixty-nine editions in ten languages in the past 
fifty-eight years, a record which few books of 
its kind have surpassed. The reasons for its 
world popularity are: (1) Only practical funda- 
mentals are discussed; (2) these are presented 
with surprising simplicity and in an orderly 
manner; (3) a reasonably low price has been 
maintained. 

In evaluating this edition it is important to 
realize that it is written primarily for non-oph- 
thalmologists such as medical students and gen- 
eral physicians and that it has a world-wide cir- 
culation. Dr. Perera, the editor, is to be congrat- 
ulated upon this revision which includes a re- 
classification of primary glaucoma and uveitis; 
the newer uses of corticosteroids; a re-evalua- 
tion of antibiotics; Behcet’s syndrome, retro- 
lental fibroplasia, and persistent hyperplastic 
primary vitreous; and other newer concepts. 

A subject which may be revised in a newer 
edition is the psychosomatic factor in ophthal- 


mology, and several of the illustrations could be 
modernized. 

Dr. Perera is to be commended for this excel- 
lent revision which renders service not only 
to ophthalmology, but also to medical science 
throughout the world. 

CHAs. A. BAHN, M.D. 


The Treatment of Burns; by Curtis P. Artz, 
M.D. and Eric Reiss, M.D. Philadelphia, Pa. 
William B. Saunders, 1957, pp. 250, Price $7.50. 
This book attempts to condense the treatment 

of burns and presents practical details which may 

be useful in the management of burns. In this 
it has succeeded in emphasizing the immediate 
care of the burn per se and has included the 
methods of calculating the initial replacement of 
fluids. It has an excellent chapter on repair of 
full-thickness burns and burns of specific areas. 

It adequately presents the metabolic response to 

burns and relates the importance of the prob- 

lem of infection. In addition, the practical de- 
tails of burn therapy are discussed and the com- 
plications and results are documented. The au- 

thor is very cognizant of the possibility of a 

major disaster and goes into the management of 

burns in case of total war. This should be rec- 
ommended reading for the surgeon and student 
and anyone who handles severe burns. 

CHARLES C. ABBoTT, M.D. 


Clinical and Immunologic Aspects of Fungous 
Diseases; by Walter J. Wilson, Springfield, 
Illinois, Charles C Thomas, 1957, pp. 280, 
Price $6.75. 

This book owes its excellence to a fortunate 
set of circumstances, namely, a long-continuing 
interest in a subject by a gifted man, who also 
can write lucidly. For twenty-five years Dr. 
Wilson has made important contributions both 
to the clinical and immunological aspects of fun- 
gus diseases. His work, and the work of others 
is summarized in this volume, which is heartily 
recommended. 

V. J. DERBES, M. D. 


PUBLICATIONS RECEIVED 

American Diabetes Association, N. Y.: A 
Cookbook for Diabetics, by Deaconess Maude 
Behrman. 

Doubleday & Company, Inc., Garden City, 
N. Y.: The Modern Family Health Guide, edited 
by Morris Fishbein. 

Grune & Stratton, Inc., N. Y.: An Introduc- 
tion to Child Psychiatry, by Stella Chess, M.D. 

Lea & Febiger, Phila.: Anatomy of the Human 
Body, by Henry Gray, F.R.S., edited by Charles 
Mayo Goss, M.D. (27th edit.). 

W. B. Saunders Co., Phila.: The Surgeon and 
the Child, by Willis J. Potts, M.D.; Clinical Aus- 
cultation of the Heart, by Samuel A. Levine, 
M.D., and W. Proctor Harvey, M.D. (2nd edit.). 
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